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Discoloration of the teeth as a family 
trait is fairly rare. Clinical studies re- 
veal that such discoloration is caused by 
anomalies in dental structure. One spe- 
cific condition that has been studied 
both clinically and histologically has been 
called dentinogenesis imperfecta heredi- 
taria. Hereditary discoloration of teeth 
caused by anomalies of the enamel has 
not heretofore been understood in its 
histology and pathogenesis. It is the pur- 
pose of this study to clarify these 
anomalies both clinically and histopatho- 
logically. 

The investigations reported in this 
paper revealed that these hereditary 
anomalies of the enamel are not homo- 
geneous. In one type of amelogenesis 
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imperfecta hereditaria, a thin layer of 
fairly normal enamel is produced ; in the 
other, a normal amount of enamel is 
formed, but the enamel does not fully 
calcify. The first, quantitative defective 
process of the enamel can be termed 
hereditary enamel hypoplasia; the sec- 
ond, qualitative, hereditary enamel 7 
calcification. 


REVIEW OF THE LITERATURE 


Finn’ reviewed the literature on cases 
of hereditary discoloration of teeth up 
to 1938. He differentiated two groups 
of anomalies, based on the often scanty 
clinical description. He classified one 
group as hereditary brown opalescent 
dentin; the second as brown hypoplasia 
of the enamel. Finn found that of forty- 
one cases reviewed, twenty-eight could 
probably be identified as opalescent den- 
tin and only three as brown hypoplasia 
of the enamel. Ten cases remained un- 
classified because of lack of information 
on differential characteristics. 
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Dentinogenesis Imperfecta.—The clini- 
cal characteristics and the pathogenesis 
of the first group of hereditary discolora- 
tion anomalies of teeth have been re- 
viewed by Finn’ and Roberts and 
Schour.?/The condition is known as he- 
reditary opalescence of dentin, hereditary 
odontogenesis imperfecta* or dentino- 
genesis imperfecta.?, The last seems the 
most appropriate term for this condition. 
The teeth in cases of dentinogenesis 
imperfecta are dark bluish gray. The 
crowns are of normal size and are cov- 
ered with smooth enamel of normal 
thickness. The pulp chamber is reduced 
in size or entirely absent.” *° Various 
investigators have reported that the 
roots are small in proportion to the 
crowns.” The first histologic descrip- 
tion of teeth showing dentinogenesis im- 
perfecta hereditaria was furnished by 
K. H. Bauer,’ who studied the tooth 
germs of a child afflicted with osteo- 
genesis imperfecta. The primary dis- 
turbances are found to be in the den- 
tin.» * The development and structure 
of the enamel is normal.” * * * * 7° The 
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dentin is characterized by an irregular 
arrangement and decrease in number of 
dentinal tubuli, cellular inclusions and 
incomplete and irregular calcification.” 
5, 7,8 ® The odontoblasts are reduced in 
number, which accounts for the decrease 
in the number of dentinal tubuli. The 
microhardness of the dentin is very low. 
The dentin shows a low inorganic con- 
tent and a high content of water.® 2° 

Dentinogenesis imperfecta hereditaria 
is a dominant mendelian character the- 
oretically transmitted by the affected in- 
dividuals to only half of their 
children.” 

Amelogenesis Imperfecta.—In con- 
trast to the first group of hereditary 
discoloration anomalies, there are no his- 
tologic and chemical investigations avail- 
able in the case of the second group, 
usually referred to as hereditary brown 
opalescent teeth’? or brown hypoplastic 
enamel.’ The few interpretations of the 
pathologic nature of the disorder are 
based solely on clinical observations. 

Spokes*® described a case of hereditary 
brown teeth and recorded the following 
conclusions: 


In ordinary cases of defective enamel we 
are accustomed to see transverse grooves 
across the teeth marking the period at which 
something occurred to interfere with the due 
formation of this tissue, but in the present 
case there are grooves in the long axis of 
the tooth showing that the process was modi- 
fied throughout the whole of the time occu- 
pied by calcification. In some places there 
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is a total absence of enamel, and the ex- 
posed surface of dentine seems to have been 
sufficiently hard to survive without the pro- 
tection of the usual covering. In other 
places the enamel is laid on in regular 
masses. Both temporary and permanent 
teeth are brown. They are not so bad when 
first erupted, but seem to become worse 
with age. 

Colyer and Sprawson™ classified this 
case as one of hereditary hypoplasia. 

Bampton*® reported two families in 
which dental pigmentation occurred. He 
described the appearance of enamel as 
follows: “The enamel is not very dense, 
not soft and yet not quite normal—and 
has a dull appearance, being rather 
rough and inclined to be pitted.” 

Willett** reported a case in which the 
deciduous and permanent teeth were 
devoid of enamel. The condition could 
be traced through three generations. 
Bodecker™ interpreted Willett’s case as 
an “epithelial disturbance which inter- 
fered with the proper enamel develop- 
ment, transmitted to the children by the 
great-great-grandmother.” Finn’ classi- 
fied the same case as hereditary opal- 
escence of dentin. 

Friedberg'* reported complete absence 
of enamel in the deciduous and the per- 
manent teeth of two sisters; whereas, in 
the same family, the teeth of two 
brothers and the parents were of normal 
shape and color. Staz’® recently re- 
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ported a case in which the enamel “mat- 
rix seemed to be laid down in normal 
manner,” whereas there was “some vari- 
ation in the process of calcification.” 

Finn’? concluded that brown hypo- 
plasia of the enamel is characterized by 
a discoloration of the teeth, a decrease in 
translucency and hypoplasia of the 
enamel; that the roots, pulp canals and 
pulp chambers are normal, and that the 
teeth are resistant to attrition and show 
a variable susceptibility to caries, Ac- 
cording to Finn, the anomaly is sex 
linked and “heterozygous dominant.” 
Thoma™ stated that “nothing is known 
regarding the etiology of hereditary 
brown opalescent teeth.” He suggested 
that the condition may be identical with 
or closely related to hereditary dentino- 
genesis imperfecta. 


MATERIAL 


The teeth of three families, D, M and 
L, which were affected by amelogenesis 
imperfecta hereditaria, were examined 
clinically and roentgenographically. 
Fifty-three teeth were extracted and 
studied histologically. (Table 1.) 

Family D.—Four members of the fam- 
ily with brown teeth were treated by A. 
A. Giraldi, of Chicago, in 1940. Other 
members of the same family came to the 
clinic of the Chicago College of Den- 
tal Surgery. Dr. Giraldi cooperated 
with us by permitting a complete in- 
vestigation of the cases and sending to 
us the extracted teeth. Eleven members 
of the family were studied clinically and 
roentgenographically. Of this number, 
two were normal and nine had brown 
teeth. The teeth of three of the affected 
members were studied histologically. 
(Table 1.) 

Family M.—Two- members, the 
mother and a daughter, were examined 
clinically and roentgenographically. Sev- 
eral of the mother’s teeth had to be ex- 
tracted and were studicd histologically 
and chemically. (Table 1.) 

Family L.—Early in 1938, a staff den- 
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tal hygienist of the Maine Bureau of 
Health reported some cases of peculiarly 
discolored teeth in a few children in a 
rural school in southern Maine. Pre- 
liminary investigation showed that these 
children were members of one family 
who had lived in two rural areas and 
had secured their water supply from 
two shallow wells. A tentative diagnosis 
of mottled enamel was established, but 
epidemiologic studies did not confirm the 
diagnosis. Repeated analysis of the 


four of these patients were made avail- 
able. A few teeth of three members 
were studied histologically. (Table 1.) 


HEREDITARY ENAMEL HYPOPLASIA 


Family D.—Genetic analysis: The family 
is of Italian origin, with a great number of 
relatives still living in Italy, so that the 
family history is incomplete. The available 
data prove that the anomaly is hereditary, 
being traced to a male member who had ten 
children. (Fig. 1.) Five of the children 


TaBLe 1.—TeetH ExamineD 


Family and Pedigree No. Erupted Teeth Unerupted Teeth 

2: 
Family D, III—18 | 
543 
541112 87 
543 345 

Family L, V—16 — 

IV 

Total number of teeth 
studied 38 53 15 


drinking water showed only minute 
traces of fluorine. Four of the children 
were given complete physical examina- 
tions by the staff of the U. S. Marine 
Hospital at Portland, Maine. The teeth 
of seven members of the family were ex- 
amined clinically and roentgenograms of 


were affected and three of these transmitted 
the anomaly to some of their children. All 
children of the nonaffected members were 
free of the condition. In all, eleven mem- 
bers of the family had the disease, and 
eleven siblings were not affected. The fact 
that the defect did not appear in the children 
unless it was present in one of the parents 
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indicates that the condition is in all prob- 
ability a mendelian dominant character. 
The observed ratio of normal to defective 
members in this family, 11:11, is consonant 
with the theoretically expected ratio. The 
affected members are heterozygotes. No sex 
linkage is apparent. 

Two of the investigated members (III-21, 
III-24)* showed congenital absence of cer- 
tain teeth. One (III-17) had a supernu- 
merary lower left bicuspid. Family members 
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mine whether the lack of teeth in this case 
is due to a disturbance of early development 
or to a total arrest of eruption. 

Gross analysis: The most striking features 
of the dentition were the color and shape 
of the teeth. The deciduous and the perma- 
nent teeth presented the same appearance. 
(Fig. 2.) The teeth were yellowish brown, 
the upper teeth darker than the lower. The 
surface of the teeth was smooth. The buccal 
and lingual surfaces were glossy and were 
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Fig. 1.—Hereditary enamel hypoplasia in Family D. 


Fig. 2.—Teeth of two members of Family D. Left, teeth of III-18; showing proximal sur- 
faces of permanent teeth parallel. Right, teeth of 4-year-old son of III-20; showing similarity 


in appearance to permanent teeth shown at left. 


reported that one female member (III-5) 
living in Italy who is now 16 years old 
“mever got any teeth.” It is difficult to deter- 


*Roman numerals indicate the generation; 
arabic numerals the individual in each gener- 
ation according to pedigree figures. 


found to be hard on probing with an ex- 
plorer. The proximal surfaces were dull 
and of chalky consistency. The crowns of 
the teeth were shaped as if they had been 
prepared for jacket crowns. (Fig. 2.) The 
buccal surface was flat, the bulge, which 
should form the contact point, being absent. 
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Fig. 3.—Roentgenograms of dentition of three members of Family D; showing lack of 
eriamel; multiple impaction of teeth, and resorption of crowns. 
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The diameter of the incisors at the cervix 
was about the same as at the incisal edge. 
The cuspids were cone-shaped. The bicus- 
pids and molars were almost cylindrical. In 
several instances, the anatomic details of 
the occlusal surface had been lost by attri- 
tion. The teeth were separated by large 
diastemas even in a case (III-20) in which 
most of the teeth had erupted. 
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All nine members of the family studied 
showed arrested eruption of a varying num- 
ber of teeth. (Table 2.) The teeth most 
frequently embedded were the second and 
third molars in both jaws, followed by the 
upper cuspids. The unerupted teeth, except 
some third molars, showed irregular defects 
of the occlusal part of the crowns. The 
roentgenographic density of these areas cor- 


TasLe 2.—RoENTGENOGRAPHIC FINDINGS IN EicHT MemBeERs OF Famity D, AFrecTEeD WITH 
Herepitary Enamet Hypoptasia 


Number Number of Congenital 
of the Erupted Embedded Embedded | Resorption of | Variation in 
Member | Age Teeth Teeth Teeth Crowns Number of 
Teeth 
? 87 3 7 10 7.3 
87 32 78 7 
54 11 3 67 
5 s | 7 8 7 
6542 | 23 7| 87 1 
54321| 2345 7| 8 8 8 8 
§421112 45 | 76 3 3 Super- 
|} 22 1] numerary 
321|12 45 | 87 54 57 54 5 we 
3 | 3 678| #=$|7 343 
| 20 12 
54 321/123 5] 87 78 87 78 
654.3 21) 123 4 Sé| 87 2) 7 7 
654 3 21| 1234567| 87 7 
$4 | 876 321/123 678 6 123 6 |Missing 
S4I1I2I|1. 3 45| 876 678 6 67 3}2 
6 21] 123456) 87 34 78 Missing 
| 16 10 — 
654321] 123456] 87 78 5 


Roentgenographic analysis: The perma- 
nent and deciduous erupted, as well as un- 
erupted, teeth presented essentially the same 
characteristics. (Fig. 3.) The proximal sur- 
faces were more or less parallel instead of 
diverging. The normal bulge of the crown 
was missing. In the roentgenograms, erupted 
as well unerupted teeth seemed to lack 
enamel. 


responded to that of the surrounding bone, 
which had replaced the partly resorbed den- 
tal tissues of the crowns. Some embedded 
teeth lacked almost the entire crown. Most 
of the unerupted teeth were in a normal 
preeruptive position and their long axis was 
at a right angle to the occlusal plane, This 
held true, in many instances, even for the 
third molars, which had moved from the 
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Fig. 4.—Ground section of upper right first 
molar from patient (III-18) with hereditary 
enamel hypoplasia. The dentin is of normal 
structure. The thickness of the enamel is 
greatly reduced. 


primary horizontal plane to a straight posi- 
tion. It must be emphasized that the roots 
and pulp chambers were of average size and 
shape. The dentin was of normal radio- 
pacity. 

Histologic analysis: Ground and decalci- 
fied sections of erupted and unerupted teeth 
were examined. (Table 1.) Some of the 
teeth had been removed surgically with the 
overlying tissues. The primary anomaly was 
entirely restricted to the enamel. Pulp, den- 
tin and cementum were, without exception, 
normal in structure. The dentino-enamel 
junction showed the normal scalloped out- 
line. Ground sections revealed that the 
crown was covered by enamel, which was 
reduced in thickness to about one-eighth of 
the normal. (Fig. 4.) 

The ground sections revealed the presence 
of the normal structural elements of the 
enamel. Decalcified sections showed rem- 
nants of organic substance, not fully matured 
enamel matrix, in greater volume than 
normally. 

The enamel was covered by primary and 
secondary cuticle. In addition, a thin layer 
of acellular cementum continued from the 
root over the crown on the entire circum- 
ference, extending, in some teeth, to the 
occlusal plane. (Fig. 5.) Whether the 


occlusal surface itself was covered by cemen- 
tum could not be ascertained on the erw ted 
teeth because of resorption, attrition or 
destruction by caries. Many of the erupted 
teeth showed more or less far-reaching re- 
sorption of the incisal or occlusal parts of 
the crowns. 

The crowns of all embedded teeth were 
deeply destroyed by resorption with the 
exception of an upper third molar, where 
resorption had just begun. Resorption 
started in all instances in that part of the 
crown adjacent to the oral epithelium; i.e., 
on the incisal edge or the occlusal surface, 
Resorption by osteoclasts destroyed enamel 
as well as dentin and formed irregular 
branching cavities which were filled with 
connective tissue. (Fig. 5.) The resorption 
only rarely opened the pulp chamber. Even 
in cases in which resorption proceeded to a 
level apically from the pulpal roof (Fig. 5), 
the pulp chamber was still protected by a 
thin wall of predentin. Bone formation oc- 
curred in the connective tissue invading the 
tooth. As a rule, the newly formed bone had 
no connection with the alveolar bone. 

The alveolar bone was of normal appear- 
ance. It seemed to be significant that the 
bone changes normally associated with erup- 
tive movements of the teeth were present 
in the alveolar bone of the embedded teeth. 
At the site of embedded teeth, the alveolar 
ridge was heightened and bulged into the 
oral cavity. 

The periodontal membrane of the em- 
bedded teeth consisted of dense connective 
tissue, which did not show a functional ar- 
rangement of its fibers. Epithelial rests 
were numerous. Many showed degenerative 
changes and consecutive calcification. Glob- 
ular bodies of calcium salts sometimes fused 
to form irregular concrements. (Fig. 6.) 

Between secondary cuticle and cementum, 
a thin layer could be traced around the whole 
circumference of the crown. ‘Tliis layer 
stained deep blue in hematoxylin-eosin and 
red in Mallory stain. It could be easily 
differentiated from the yellow hornified 
secondary cuticle and from the covering 
cementum. The peripheral boundary of this 
layer was often irregular. In one third molar 
presenting practically no signs of resorption, 
it was evident that the cementum did not 
continue to the occlusal surface of the tooth. 

Diagnosis: The case of Family D is char- 
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Fig. 5—Photomicrograph and roentgenogram of upper left molar region of case III-18; 
showing root remnant of first molar; far advanced resorption of crown of second molar; be- 
ginning resorption of third molar, and bulging of area of second molar into oral cavity. 


(Family D.) 


acterized by a primary deficiency in the 
amount of enamel, which can be designated 


‘as hereditary enamel hypoplasia. The re- 


sorption of crowns and the embedding of 
numerous teeth were secondary features. 


HEREDITARY ENAMEL HYPOCALCIFICATION 


Family M.—Genetic analysis: A mother, 
29 years old, and her daughter of g years, 
presented themselves in the clinic because 
of the brown discoloration of their teeth. 
Both were born and reared in Chicago and 
enjoyed good health. The anomaly could be 
traced back to the child’s maternal grand- 
mother. A pedigree of the three generations 
is shown in Figure 7. No far-reaching genetic 
conclusion can be drawn from this limited 
material. 

Gross analysis: The teeth of the mother 
(II-6) were dark brown, their surfaces dull 
and rough. Bicuspids and molars iacked the 


normal bulge of the crown and were almost 
cylindrical. The greater part of the crown 
seemed to have lost the enamel covering. 
(Fig. 8.) Only a small band of enamel was 
found in the cervical region. The enamel 
at the labial surfaces was dull and could be 
removed easily with a sharp instrument. At 
the lingual surface of the lower anterior 
teeth, the enamel was harder and slightly 
glossy. 

The teeth of the daughter (III-2), de- 
ciduous as well as permanent, were not so 
dark a brown as those of the mother. The 
lower teeth were lighter than the upper and 
their surfaces were dull and rough. The 
permanent upper central incisors and the 
first molars were denuded of enamel to the 
level of the free margin of the gingiva. (Fig. 
8, below.) The deciduous teeth and the per- 
manent lower anterior teeth lost the enamel 
on only the incisal half of the crowns. The 
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Fig. 6.—High magnification of interdental space between second and third molars (Fig. 5) ; 
showing epithelial rests proliferated, degenerated and calcified, forming conglomerates. 


(Family D.) 


remaining enamel on the gingival part of the 
crowns was fairly smooth, but dull. It could 
be chipped off easily. Eruption was retarded, 
as evidenced by the fact that the upper 
lateral incisors were not yet replaced in a 
child 9 years old. (Table 3.) 
Roentgenographic analysis: Patient II-6 


(Fig. 9): The outline of the crowns showed 
irregularities corresponding to the defects of 
the enamel. In the cervical area and at the 
proximal surfaces of the lower anterior teeth, 
remnants of the enamel could be recognized. 
The enamel was of almost the same radio- 
pacity as the dentin. Caries could be seen 
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Fig. 7.—Hereditary enamel hypocalcifica- 


tion in Family M. The symbols are as in Fig- 
ure I. 


in a number of teeth. The roots and pulp 
cavities seemed to be normal. 

The upper right cuspid was embedded in 
a horizontal position. The occlusal part of 
the crown had been resorbed and replaced 
by bone. 

The enamel could not be differen- 
tiated from the dentin. Its presence could 
be assumed by the normal bulging of the 
crown. The pericoronal space was slightly 
widened. 

Patient III-2 (Fig. 9): The erupted teeth 
of the child gave, in the roentgenograms, a 
picture conforming to the clinical findings. 
In the cervical part, the outline of the crown 
revealed the presence of enamel, although 
there was no difference in radiopacity in 
enamel and dentin. The incisal or occlusal 
part of the crown was narrower than the 
cervical part. 

The crowns of the unerupted teeth were 
of normal shape throughout. The enamel 
could not be differentiated from the dentin. 
The shape and length of the roots and the 
shape and width of the pulp cavity corre- 
sponded to the age level. 

Histologic analysis: Ground sections and 
decalcified sections of erupted teeth showed 
that the enamel was missing in large areas 
of the crown. 

Wherever enamel was present, it was 
of normal thickness. The boundaries of 
the enamel appeared as sharp, irregu- 
lar, breaking lines. There was no doubt 
that the missing enamel had been broken 
away either in vivo or during manipu- 
lation in the preparation of the spe- 
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cimen. The structure of the enamel was 
normal. 

On decalcified sections, the reason for the 
softness and dullness of the enamel, and its 
loss on a large part of the crown, became 
apparent. The enamel was insoluble in 10 
per cent nitric acid. The enamel, there- 
fore, was not fully matured, but was in its 
matrix stage. 

Chemical investigation proved that the 
organic contents of the enamel were con- 
siderably higher than the normal and the 
mineral contents were proportionately lower. 
Pulp, dentin and cementum of all investi- 
gated teeth proved to be of normal struc- 
ture. 

The embedded upper cuspid (Fig. 10) was 
removed with its surrounding connective 
tissue. The crown was partly resorbed and 
replaced by loose connective tissue and bone. 
The resorption started at the tip of the 
crown. The connective tissue on the crown 


Fig. 8.—Teeth of two members of Family 
M. Above, teeth of II-6, aged 29. The 
lower teeth were dark brown, dull and rough. 
There was bridgework on the upper tecth. 
Below, teeth of III-2, aged 9. The upper 
teeth were darker brown than the lower. The 
incisal half of the crowns was denuded of 
enamel. 
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Tasie 3.—CLINICAL AND RoENTGENOGRAPHiC FINDINGS In Two MemBeErs oF Fami_ty M 


Member | Age Erupted Teeth Unerupted Teeth | Fillings or Cavities 


ee 23 678 3 67 
8 54321112345 543] 45 
MIIVV6 | 7 5432 | 23457 | 6VIVI| 11 = 
| 9 |- 
6VIVII 21| 1 2TIVV6 | 7 543 | 345 7 VIV IVV 


Fig. 9.—Roentgenograms of members of Family M referred to in Figure 8. Above, roent- 
genograms of dentition of II-6; showing irregular outline of crowns. In the cervical area, 
the enamel was of almost the same radiopacity as the dentin. The right upper cuspid was im- 
pacted in a horizontal position. The crown was partly resorbed. Below, roentgenograms of 
dentition of III-2;’showing defective enamel of erupted teeth, deciduous as well as permanent. 
The shape of the unerupted teeth was normal. Enamel and dentin were similar in radio- 


pacity. 
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Fig. 10.—Photomicrograph and roentgenogram of impacted upper right cuspid of II-6, 
member of Family M, affected with hereditary enamel hypocalcification. A large part of the 
crown was resorbed and replaced by bone and bone marrow. Resorption probably started 
from the area of inflammation (J). E£, enamel matrix, acid insoluble and of normal thickness. 
S, space due to shrinkage during preparation of specimen. P, pulp with pulp stone. 


showed signs of chronic inflammation. The 
enamel of the embedded cuspid was of 
normal thickness and structure. It was acid 
insoluble and covered by primary cuticle 
as well as a layer of flat epithelial cells. 


These cells were the reduced enamel epi- 
thelium. In some areas, a homogeneous 
layer was interposed between cuticle and 
reduced enamel epithelium. 


Diagnosis: The case of Family M is 
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characterized by a primary deficiency in 
calcification of the enamel. The enamel 
was of normal thickness. The case can, 
therefore, be designated as hereditary hypo- 
calcification of the enamel. The loss of the 
enamel of the erupted teeth was secondary. 
The finding of an embedded and partly re- 
sorbed upper cuspid was incidental. 

Family L.—Genetic analysis: The anom- 
aly could be traced through six generations 
back to a man born in 1805 whose parents 
immigrated from England. He had six chil- 
dren who had brown teeth. (Fig. 11.) His 
second daughter transmitted the anomaly 
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that the affected children attended were 
examined. One child showed pits on the 
deciduous molars and one had a white 
opaque spot on the labial surface of the 
upper left central incisor. All, other chil- 
dren, even those who used drinking water 
from the same well as the affected family, 
were found to be normal. 

Repeated examination of water supplies 
(Table 4) used by the affected members 
showed a maximum content of 0.25 part per 
million of fluorine. This amount is ex- 
pected to produce, in a very low percentage 
(15 per cent), white opaque spots.2° Ex- 


lo 48 


Fig. 11.—Hereditary enamel hypocalcification in Family L. The symbols are as in Figure 1. 


to two children. The older of these two 
had a daughter with “brown” teeth, and she 
had twelve children, seven of whom showed 
severe anomalies of the teeth. In all, eight- 
een descendants of the family apparently 
had the anomaly, as compared with twenty- 
three members with normal teeth. In no 
instance was the anomaly inherited from a 
normal member. The affected members are 
described as having teeth that were dark 
brown and without enamel. Some of them 
lost the teeth at an early age, principally 
because of the disfiguration. 

Epidemiologic investigation: The oral 
cavities of eighteen children from the school 


periments on rats given varying concen- 
trations of the water from the suspected 
well (fluorine content at this time 0.1 part 
per million) were negative. 

Physical examination: Physical examina- 
tion of four children of the affected family 
(V-13, V-14, V-15, V-16, Fig. 11) included: 
weight, height, skin, eyes, ears, nose, throat, 
heart, lungs, abdomen, reflexes, coordination, 


20. Dean, H. T.: Investigation of Physio- 
logical Effects by Epidemiological Method; 
in Fluorine and Dental Health. American 
Association for the Advancement of Science, 
Washington, D. C., 1942. 
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blood and urine. All of the children ex- 
amined were found to be in apparently good 
physical condition with the exception of pos- 
sibly slight anemia (V-13) and underweight 
(V-16). 

The teeth of seven children of this family 
were examined. (Table 5.) The erupted 
teeth of two children (V-13 and V-14) were 
of fairly normal shape. Only a few teeth 
showed a slight pitting of the enamel. Most 
of the teeth were chalky white. Roentgeno- 
grams showed no significant changes. 

Gross analysis: The clinical pictures of 
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more of the cervical region was covered by 
a collar of soft enamel. The teeth were 
brown with a yellowish hue. The less 
affected teeth were brown with lighter yel- 
low areas and had a mottled appearance. 
The enamel had the consistency of. chalk. 
The defects could be observed even on teeth 
that had only recently erupted. In many 
cases, abrasion was markedly increased. 
Eruption of the teeth appeared to be 
within the range of normal variation in two 
cases, accelerated in one and slightly re- 
tarded in two. In some of the cases, the 


TABLE 4.—-WaTER ANALYSIS FOR FLUORINE* 


| 


12/9/38 | 1/12/39 


10/30/38 2/18/39 6/8/39 
Well L 0 + | 0 | 
Spring L t t | 0 0.10 0.10 
Well D 0.25 | 0.10 | 0 | 0.15 0.13 


*Parts per million. 


70.05 parts per million or less. 


Fig. 12.—Teeth of two members of Family 
loss of enamel and discoloration of teeth. 


the dentition of five children (V-11, V-12, 
V-15, V-16, VI-1) were so similar that the 
individual records can easily be summarized 
in a comprehensive description. (Table 5.) 

Deciduous and permanent teeth were 
affected alike and no tooth was found to be 
normal, although the degree of destruction 
varied. Most of the teeth were cylindrical 
or cone-shaped and showed confluent pitting 
or complete loss of enamel. (Fig. 12.) The 
labial surface was often more severely af- 
fected than the lingual. In most instances, 
the denudation extended to the level of the 
free margin of the gingiva. In some cases, 


L: Left, V-15; right, V-12; showing partial 


gingiva was slightly inflamed and _ hyper- 
trophic. Otherwise, the mucous membrane 
was in good condition. 

Roentgenographic analysis: Roentgeno- 
grams (Fig. 13) of two children (V-15 and 
V-16) show that many of the erupted teeth 
had lost some of the enamel covering. In 
these areas, the outline of the crowns was 
irregular. Where enamel was still present, as 
for instance in the cervical region of the 
crown, the contour of the crown was normal, 
but no differentiation could be made between 
dentin and enamel. The unerupted teeth 
had normally shaped crowns. However, the 
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TaBLe 5.—CLINICAL AND ROENTGENOGRAPHIC FINDINGS IN Famity L 


Member Age Erupted Teeth Unerupted Teeth 
7 $4321|12345 7 
V—16 7 
6VIVIN 21/1 7 543 | 2345 7 
6V432111234V6 | 875 78 
| 
6V IV Ill 21/121 IV V6 7543 | 3457 
654 321/82 3 456 7 7 
6V43211234 67 8 
V-12 15 ? 
7654 32112 34567 
V-11 17 ? 
76 412112 34 67 
IV III Il IV 
2 
? 


density of dentin and enamel was almost 
the same. The pulp cavities were of normal 
size and shape, and the development of the 
root corresponded to the age of the children. 
In one of the children (V-15), the lower 
left second bicuspid was congenitally miss- 
ing. The roots of the second deciduous 
molar were almost entirely resorbed. 
Histologic analysis: Ground sections and 
decalcified sections of teeth were studied. 
Pulp, dentin and cementum proved to be 
entirely of normal structure. The enamel 
was missing in wide areas. The remnants 
of enamel were of normal thickness and of 
normal structure. The calcification of the 
enamel had not reached the normal degree; 
therefore, the enamel remained in the acid 
insoluble state. In other words, the enamel 
was still in transition between enamel matrix 


and fully mature enamel. Primary and sec- 
ondary cuticle were present in the areas 
where the enamel surface remained intact. 
There was no cementum on the enamel 
surface. 

Diagnosis: The case of Family L is char- 
acterized by primary deficiency in cal- 
cification of the enamel. The enamel was 
of normal thickness. The condition can 
therefore be designated as hereditary hypo- 
calcification of the enamel. The loss of the 
enamel of the erupted teeth was secondary. 
The finding that a lower bicuspid was con- 
genitally missing in two of the children was 
incidental. The anomaly was not of the 
same degree in all the children affected. 
In one group, hypocalcification seemed to be 
only very slight, resulting in a chalky ap- 
pearance of the enamel. 
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5,—C.inicaL AND ROENTGENOGRAPHIC FINDINGS IN FamiLy_L (Cont.) 


Teeth Showing 
Fillings or Caries 


Clinical 


Appearance 


Roentgenographic 
Findings 


6 V IV Ill 


III IV 6 


Light yellowish brown; severe 
confluent pitting; eruption 
normal 


Erupted teeth: irregularly outlined radio- 
lucent area occlusally; gingival portion 
normal outline; unerupted teeth: normal 
shape; enamel and dentin homogeneous; root 
and pulp normal (Fig. 13, left) 


Light yellow to light brown; 
some teeth cone-shaped and 
denuded of enamel; others 
with confluent pitting; erupt- 
tion accelerated (Fig. 12, 
left) 


Erupted teeth. Irregularly outlined radio-— 


lucent area occlusally; gingival portion 
normal outline; unerupted teeth: normal 
shape; enamel and dentin homogeneous; 
root and pulp normal; [5 missing (Fig. 13, 


| right) 


6V IV Ill 


white chalky crown; normal 
shape; eruption normal 


Permanent teeth showing | 


Clear differentiation between dentin and 


| enamel; crowns, roots and pulps normal 


shape 


White paper like appearance 
to slight pitting; normal 
| shape; eruption normal 


Clear differentiation between dentin and 
enamel; crowns, roots and pulps normal 


shape; [5 missing 


enamel; cone-shaped; erup-. 
tion slightly retarded (Fig. 
12, right) 


| Severe confluent pitting of 


Brownish with yellow tinge; 
confluent pitting; eruption 
slightly retarded 


nuded of enamel except un- 
der free margin of gingivae; 


Yellow cone-shaped teeth de- 


| eruption normal 


DISCUSSION 


Two Phases of Enamel Development 
and Two Types of Amelogenesis Imper- 


, fecta—Clinical and histologic studies re- 


veal that amelogenesis imperfecta heredi- 
taria must be subdivided into two dis- 
tinct pathologic entities. In hereditary 
enamel hypoplasia, fairly normal enamel 
is deposited in a subnormal amount. 
In hereditary enamel hypocalcification, 
enamel of normal thickness is formed, 
but remains immature and soft. These 
two types of disturbance of the enamel 
development can be readily correlated 
with the two phases in the normal 
enamel development, enamel matrix for- 
mation and enamel maturation.*: 


During the first phase of enamel de- 
velopment, the characteristic shape of 
the crown is determined by incremental 
apposition of enamel matrix, layer upon 
layer, from the dentino-enamel junction 
toward the surface. (Fig. 14 A to D.) 
The enamel matrix consists of 65 per 
cent organic material and water and only 
about 35 per cent mineral salts.?* There- 

21. Diamond, Moses, and Weinmann, J. P.: 
Enamel of Human Teeth. New York: Co- 
lumbia University Press, 1940. 

22. Weinmann, J. P.; Wessinger, G. D., 
and Reed, G.: Correlation of Chemical and 
Histological Investigations on -Developing 
Enamel. J. D. Res., 21:171, April 1942. 
Developmental Disturbances of Enamel. Bur, 
43:20, April 1943. 
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Fig. 13.—Dentition of two members of Family L: Above, V-16; below, V-15. The erupted 
teeth were irregular, the unerupted teeth, normal in shape. 


fore, the enamel matrix has the consist- 
ency of cartilage, is even less radiopaque 
than dentin and is not soluble in acid. 

During the second phase of enamel 
development, the organic material and 
water are removed almost completely 
and are replaced by mineral salts. Ma- 
turation begins only when the enamel 
matrix has reached full thickness in the 
occlusal parts of the crown. It starts at 
the tip of the cusp or the incisal edge 
and proceeds toward the cervix in cross 
relation to the incremental lines. (Fig. 
14 E to H.) The mature enamel con- 
tains about 96 per cent mineral salts and 
4 per cent organic material and water. 


It is the hardest tissue in the body. It is 
more radiopaque than dentin and is sol- 


uble in 5 per cent nitric acid. In the , 


enamel matrix, the calcium salts are in 
a colloidal state.2* Maturation begins 
with the crystallization of the calcium 
salts as hexagonal apatite crystals. The 
removal of organic material and water 
and the influx of calcium salts proceed 
gradually until their normal ratio is es- 
tablished. 

Developmental disturbances of the 


23. Kitchin, P. C.: Some Observations on 
Enamel Development as Shown on Mandibu- 
lar Incisor of White Rat. J. D. Res., 13:25, 
February 1933. 
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Fig. 14.—Diagrammatic representation of 
amelogenesis. A-D, formation of first layers of 
enamel matrix at top of cusp. Layers are 
deposited until the physiologic thickness of 
the enamel is reached in the occlusal region. 
E-H, maturation starting at top of crown, 
while additional layers of enamel matrix are 
deposited in the cervical third of the crown. 
Maturation progresses in cross relation to 
the incremental pattern of the enamel ma- 
trix. (Adapted from Diamond and Wein- 
mann: Enamel of Human Teeth.) 


enamel can evidently influence either one 
of the two phases of amelogenesis. A 
disturbance of the enamel matrix forma- 
tion prevents the development of a nor- 
mal amount of enamel. The thin layer 
of enamel matrix may undergo almost 
complete maturation. The result is a 
tooth covered by only a thin layer of 
hard and glossy enamel with a marked 
defect in the normal size and shape of 
the crown. 

If the maturation of the enamel is af- 
fected, the normal amount of enamel 
matrix is laid down, but the final calci- 
fication of the enamel is interrupted at 
an early stage. The result is a tooth 
with a crown of normal size and shape 
covered by a soft enamel, which is 
chipped off very soon by the stress of 
mastication. 

Table 6 summarizes the characteristic 
differences in hereditary enamel hypo- 
plasia and hereditary enamel hypocalci- 
fication. 

In both types of hereditary amelo- 
genesis imperfecta, only the enamel is 
affected, pulp and dentin being normal. 


This allows a sharp distinction between 
amelogenesis imperfecta and dentinogen- 
esis imperfecta; i.e., between the .dis- 
turbances of ectodermal and mesodermal 
parts of the tooth. 

Life Cycle of the Ameloblasts and the 
Pathogenesis of Amelogenesis Imper- 
fecta—Although we do not know the 
causes of hereditary malformations, we 
can form a fairly clear picture of the 
pathogenesis of the two types of heredi- 
tary amelogenesis imperfecta. The dis- 
turbance is, of course, one of the enamel 
forming organ. During the development 
of the tooth, the inner enamel epithelium 
performs a series of functions. It passes 
through the following stages: (1) mor- 
phogenetic, (2) organizing, (3) forma- 
tive, (4) maturing and (5) protective. 

In the morphogenetic stage, the inner 
epithelium models the morphologic 
shape of the crown (dentino-enamel 
junction). In the organizing stage, the 
cells of the inner enamel epithelium ex- 
ert an influence on the adjacent con- 
nective tissue cells, inducing them to 
differentiate into odontoblasts. In the 
formative stage, which the ameloblasts 
reach only in the crown of the tooth, 
the cells of the inner enamel epithelium 
produce the enamel matrix. In the 
maturation stage, the ameloblasts take 
part in effecting the changes by which 
the enamel matrix is gradually trans- 
formed into ripe, fully calcified enamel. 
In the protective stage, the ameloblasts 
can no longer be differentiated from the 
other cells of the epithelial enamel or- 
gan and form with these cells the so- 
called reduced enamel epithelium. Its 
function is that of separating and pro- 
tecting the mature enamel from the sur- 
rounding connective tissue until the 
tooth erupts. 

The development of the enamel organ 
in the two types of amelogenesis im- 
perfecta hereditaria is not disturbed be- 
fore the third stage, the formative, has 
been reached. The morphogenetic de- 
termination of the dentino-enamel junc- 
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tion of crown as well as of root occurs 
normally. The differentiation of odonto- 
blasts induced in organization of the 
epithelium is likewise undisturbed, so 


that normal dentin is formed/ The dif-- 
ference in pathogenesis of hereditary 
enamel hypoplasia and hereditary enamel 
hypocalcification seems to lie in a dif- 
ference in degree of damage to the 
enamel epithelium. This finds its ex- 
pression also in a difference in the onset 
of the developmental disturbance. The 
injury is slighter in the case of enamel 
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crown, where it had evidently been de- 
stroyed by an inflammatory process. The 
persistence of the reduced enamel epi- 
thelium as a protecting layer on the 
enamel safeguards the normal eruption 
of the teeth in the cases of enamel hypo- 
calvification. 

In hereditary enamel hypoplasia, the 
formative stage of the ameloblasts is 
shortened. The ameloblasts pass pre- 
maturely from the formative into the 
maturation stage. Thus, only a thin 
layer of enamel is laid down, which then 


Taste 6.—CHARACTERISTICS OF HEREDITARY ENAMEL HypPopLasiA AND HyPOCALCIFICATION. 


Hereditary Hypoplasia 


Hereditary Hypocalcification 


Color of crown 


Brownish yellow 


Dark brown 


Surface of crown 


Consistency of enamel 


Shape of unerupted tooth 


Smooth, glossy Rough, dull 
Hard Soft 
Cone-shaped or cylindrical Normal 


Histology of enamel 


Markedly reduced in thick- 
ness; acid soluble 


Of normal thickness; acid 
insoluble 


Roentgenographic findings 


on enamel thinness 


hypocalcification, more severe in the case 
of enamel hypoplasia. In the first case, 
the disturbance is mainly a functional 
one; in the second case, the disturbance 
is functional and organic/ 

In hereditary enamel hypocalcifica- 
tion, the ameloblasts function normally 
during the formative stage. Their func- 
tion ceases in the early stages of matura- 
tion, so that the enamel remains in the 
matrix stage. The enamel organ then 
passes prematurely into the protective 
stage, but maintains its integrity until 
the tooth erupts. On the embedded cus- 
pid of case II-6 of Family M (Fig. 10), 
the reduced enamel epithelium was pres- 
ent even at the age of 29 years. It was 
missing only in the occlusal part of the 


Invisible because of extreme 


Not differentiated from 
dentin 


undergoes fairly complete maturation. 
It can be assumed that a reduced enamel 
epithelium is formed. However, the epi- 
thelium degenerates soon, instead of 
forming a protective layer around the 
crown until the tooth erupts. Only rem- 
nants of the epithelium are sometimes 
seen, as epithelial rests in the cervical 
area of the crown, and these rests show 
all the signs of degeneration. The loss of 
the protective epithelial covering brings 
the connective tissue in contact with the 
enamel surface. Beginning at the ce- 
mento-enamel junction, a layer of ce- 
mentum progresses occlusally, but 
generally does not reach the occlusal 
surface itself or the incisal edges. The 
cementum can be considered as a means 
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of protection of the crown against re- 
sorption because of the presence of a 
thin layer of uncalcified cementoid on 
its surface. Cementoid is, as osteoid tis- 
sue or predentin, relatively immune to 
osteoclastic destruction.”* *° 

In the areas that are not covered by 
cementum, connective tissue reacts to the 
presence of enamel as to that of a foreign 
body. The enamel is attacked and re- 
sorbed by osteoclasts.” 7” This resorption, 


parts of the crown. The undermining 
irregular cavities are at first filled with 
loose connective tissue, in which bone 
formation occurs later. 

Although the tooth moves occlusally 
as the bone apposition at the alveolar 
fundus proceeds, many of the resorbed 
teeth do not erupt, in part owing to the 
progressive resorption of those parts of 
the crown that should first emerge into 
the oral cavity. 


TasLe 7. —ENAMEL Hypop.asiA AND ENAMEL HyPocaLciFICATION: DIFFERENTIAL DIAGNOSIS. 


Enamel Hypoplasia: Quantitative 


Defect of Enamel 


Enamel Hypocalcification: Quali- 
tative Defect (Softness) 
of Enamel 


Local 


Caused by local inflammation or 
trauma; affects circumscribed areas 
of single teeth; in most cases, only 
of one tooth; if more teeth are af- 
fected, there is no relation of the 
defects to chronology of development 


Systemic 


Caused by metabolic disturbances; 
symmetrical teeth affected; enamel 
defects as circular grooves or rows 
of pits; hypoplastic rings single or 
multiple; affected areas those in 
which enamel matrix formation ‘oc- 
curred at time of metabolic dis- 
turbance 


Hereditary 


Affects all teeth of about half mem- 
bers of family; crowns cone-shaped 
or cylindrical, yellow and _ glossy; 
surface hard 


Caused by local inflammation or 
trauma; affects single teeth; affected 
areas soft and chalky white or 
stained yellow or brown by secon- 
dary imbibition 


Caused by high content of fluorine 
in drinking water (over 1 part per 
million) ; all teeth affected in which 
enamel matures during time fluorine 
is taken up; teeth mottled by pres- 
ence of chalky white or yellow to 
brown areas in enamel 


bers of family; crowns dark brown 
and dull; enamel soft and soon lost 
by mechanical stresses 


once it has started, proceeds toward the 
dentin and leads to the loss of large 


24. Gottlieb, Bernhard; Orban, Balint, and 
Diamond, Moses: Biology and Pathology of 
Tooth and Supporting Mechanism. New 
York: Macmillan Co., 1938. 

25. Kotanyi, E.: Histologische Befunde an 
Retinierten Zaehnen. Ztschr. f. Stomatol., 
22:747, 1924. 

26. Worman, H. G.: Histopathologic Study 
of Impacted Teeth. J. A. D. A., 16:1885, 
October 1929. 

27. Weinmann, J. P.: Histologische Befunde 
an. zaehnen einer Dermoid cyste. Viertel- 
jahrsschr. Zahnheilk., 43:446, 1927. 


Normally, the connective tissue cover- 
ing the crown atrophies when the tooth 
moves toward the oral epithelium. It 
can be assumed that the presence of an 
epithelial covering of the crown is neces- 
sary to bring about this atrophy of the 
tissues blocking the _path of eruption and 
that a covering of growing cementum 
can act in the same way. This can be 
proved by the observation of herbivorous 
animals, the teeth of which are entirely 
covered by cementum. The lack of a 
layer of either epithelium or cementum 
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on the occlusal parts of the crown, and, 
therefore, a lack of the stimulus inducing 
the atrophy of the connective tissue be- 
tween crown and epithelium makes nor- 
mal eruption of the tooth, in many 
cases, impossible. It may lead even to a 
proliferation of the connective tissue so 
that the moving tooth covered by the 
mucous membrane bulges into the oral 
cavity. Whether a tooth in which re- 
sorption of the crown has already started 
erupts or remains embedded may depend 
on two conditions: (1) the size of the 
resorption area and (2) the distance of 
the occlusal part of the crown from the 
oral epithelium at the time that resorp- 
tion begins. 

Differential Diagnosis of Disturbances 
of Enamel Development.—The correla- 
tion of enamel defects with enamel de- 
velopment can be established not only in 
hereditary, but also in systemic and lo- 
cal anomalies of the enamel. The dif- 
ferential diagnosis between hereditary, 
systemic and local enamel hypoplasia 
and hypocalcification is based on the 
characteristics summarized in Table 7. 


SUMMARY 


1. Three families with hereditary 
brown teeth were examined genetically, 
clinically, roentgenographically and _his- 
tologically. The anomaly was, in all 
three families, restricted to the enamel. 
The term amelogenesis imperfecta hered- 
itaria is suggested for these anomalies. 

2. The anomaly is in all probability a 
dominant simple mendelian character 
(not sex linked). 

3. The anomalies can be sharply di- 
vided into two types: (a) hereditary 
enamel hypoplasia and (b) hereditary 
enamel hypocalcification. 


4. Hereditary enamel hypoplasia is 
characterized by a quantitative defect 
of the enamel of all teeth, deciduous 
as well as permanent. The crown is 
covered by a thin layer of fairly well 
matured enamel and is, therefore, hard 
and glossy. Roentgenographically, the 
teeth seem to be lacking the enamel cov- 
ering. The crowns are cone-shaped or 
cylindrical. The yellow tone of the teeth 
is caused by the visibility of the dentin 
through the thin enamel. All cases of 
hereditary enamel hypoplasia show mul- 
tiple impaction of teeth. The embedded 
teeth are destroyed to a great extent by 
resorption of their crowns, starting at 
the incisal edge or the occlusal surface. 
The enamel of the teeth is, in the lateral 
cervical parts, covered by cementum. 

5. Hereditary enamel hypocalcifica- 
tion is characterized by a qualitative de- 
fect of the enamel, which remains in a 
matrix stage. The enamel is acid in- 
soluble and soft and is soon lost by me- 
chanical stresses. The brown tone of 
these teeth is due to secondary imbibi- 
tion by the enamel of pigments of blood 
or food material. Roentgenographically, 
the enamel is of the same opacity as the 
dentin. The unerupted teeth show a nor- 
mal contour of the crowns. Eruption is 
not disturbed. 

6. Amelogenesis imperfecta heredi- 
taria seems to be caused by a primary 
defect of the enamel-forming organ. The 
lesion is more severe in enamel hypo- 
plasia than in enamel hypocalcification. 
The impaction of teeth in the cases of 
hereditary enamel hypoplasia seems to 
be caused by premature degeneration of 
the reduced enamel epithelium, which 
normally covers and protects the crown 
until the tooth erupts. 
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SELF-HARDENING LINING MATERIALS* 


E. W. Sxinner, Ph.D.,} and Cartos E. Pomés,f M.S.D., Chicago, IIl. 


URING the past few years, there 

have been placed on the market 

a number of commercial materials 
for relining dentures which appear to 
be resins softened by solvents, and which 
presumably harden by the evaporation 
of the solvent. The advertising claims 
are spectacular, to say the least: “guar- 
anteed to equal the life of the denture,” 
“; minute chair time,” “self-curing in 
the mouth without distortion,” “perfect 
blending with the denture base,” “fitting 
the denture is merely a ‘trial bite’ for the 
patient,” “non-burning, non-stinging, 
non-toxic,” “sets as hard as the denture 
base itself,” etc. Since these materials 


are becoming quite widely used both in - 


the United States and abroad, a critical 
investigation of their properties is here- 
with presented. 


MATERIALS AND GENERAL PROCEDURE 


The lining materials examined are 
listed in Table 1. Since the general 
results applied to all of the materials 
equally, and, therefore, there seems to 
be no reason to identify them in the 
subsequent discussion, code letters will 
be used throughout. 

All of the materials were purchased 
on the open market. The tubes or jars 
of each material were purchased at dif- 
ferent intervals in the hope that different 
batches would be obtained. Since only 
one of the products was stamped with 


*Based on a thesis by Dr. Pomés in partial 
fulfilment of the requirements for the degree 
of master of science in dentistry, Northwestern 
University. 

TProfessor of physics, Northwestern Univer- 
sity Dental School. 

¢Cirujano dentista; research fellow, North- 
western University Dental School. 


Jour. A.D.A., Vol. 32, April 1, 1945 


a serial number, it is not known whether 
we were successful in this respect. 

Throughout the investigation, the 
manufacturer’s directions were followed 
as accurately as possible, and mouth con- 
ditions were always simulated as closely 
as the procedure would permit. 


COMPOSITION 


The only analysis of the nonvolatile 
compounds was made by the flame test,’ 
using the hardened material. Since only 
very general conclusions can be drawn 
from such a test, there is no object in 
presenting the data in detail. All of 
the materials supported combustion; 
there was evidence of the presence of 
cellulose compounds in some of them, 
and all of them probably contained some 
acrylic resin. At least one of the ma- 
terials was plasticized with an infusible 
and noninflammable plasticizer, as evi- 
denced by the flying off of incandescent 
particles during combustion. 

The volatile components, presumably 
the solvents, were analyzed by the 
Chemistry Department of Northwestern 
University Dental School. The results 
are presented in Table 2. The com- 
position of material C was changed by 
the manufacturer during the investiga- 
tion, and the last tube purchased con- 
tained a solvent different from chloro- 
form. Unless otherwise indicated, it is 
to be assumed that the batches with the 
chloroform solvent were used in all tests. 

Ethyl and butyl acetate are considered 
to be the least toxic of all of the organic 
solvents, but both of them are irritants 


1. Sweeney, W. J.; Paffenbarger, G. C., 
and Beall, J. R.: Acrylic Resins for Dentures. 
J.A.D.A., 29:32, January 1942. 
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when they are allowed to remain in con- 
tact with soft tissue for considerable time, 
partly because of their dehydrating ac- 
tion. Ethyl acetate is the most volatile 
and soluble of the two. According to 
Browning,’ ethyl acetate “causes a hyper- 
susceptibility to acute inflammations of 
the mucous membranes and to eczema- 


caused by long exposure to ethyl ace- 
tate,” adding that “after relief of symp- 
toms . . . in the same patient . . . by 
appropriate treatment, they returned 
with increased severity when a tooth was 
filled with a cavity lining and varnish 
with a characteristic smell of ethyl ac- 
etate.” 


TABLE 1.—LintinG MATERIALS INVESTIGATED 


Trade Name 

Acryline 

Dr. A. P. Craig’s Permanent Liner 
D-P Denturlyne 

Dura-Liner 

Duplacryl 

Getz-400 Permanent Liner 


Manufacturer or Distributor 

King’s Specialty Co., Fort Wayne, Ind. 

The Craig Dental Products Co., Chicago, III. 
Dental Perfection Co., Los Angeles, Calif. 
Reliance Dental Mfg. Co., Chicago, III. 


.Coralite Dental Products Co., Chicago, III. 


The William Getz Co., Chicago, Ill. 


TABLE 2,—CHEMICAL ANALYSIS OF THE VOLATILE COMPOUNDS IN THE LINING MATERIALS 


Code Letter 


alcohol 


depolymerized resin* 


Ethyl! acetate 


*In one tube only, a different solvent was noted, but it was not identified. 


Analysis 


Butyl acetate with a trace of a low boiling fraction, probably butyl 


Ethyl acetate—trace of impurities 
Chloroform and a small amount of monomer, which may have been some 


Butyl acetate with a trace of low boiling fraction, probably butyl] alcohol 


Ethyl acetate and some high boiling substance with spearmint odor 


TABLE 3.—IRRITANT ACTION OF THE LINING MATERIALS ON HuMAN SKIN 


Code Sensation After Reaction After 
Letter Application Twenty-Four Hours 
A Slightly perceptible for one minute Slight erythema 
B Perceptible for twenty minutes Perceptible erythema 
Cc Perceptible for twenty minutes Perceptible erythema 
D Perceptible for twenty minutes Perceptible erythema 
E None None 
F None None 


tous conditions in the skin” when in con- 
tact. She further reports “a severe gingi- 
vitis occurring in a man in whom it was 
suggested there was a special sensitivity 


2. Browning, E.: Toxicity of Industrial Or- 
ganic Solvents, Report No. 80, Medical Re- 
search Council, Industrial Health Research 
Board (England), 1937, pp. 273-279. 


Although the irritant action of the 
liners is hardly within the scope of re- 
search on physical properties, a some- 
what superficial test was made by 
fastening 1 gm. of each of the materials 
under the forearm with adhesive tape, 
before they had hardened. The speci- 
mens were removed after twenty-four 
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hours, and the skin was examined. The 
results are presented in Table 3. With 
four of the materials, a burning sensa- 
tion persisted for a short time after ap- 
plication, and a moderate erythema was 


‘observed after twenty-four hours. As 


can be noted, lining materials E and 


solvent in the respective material is as 
important as its type. 


TRANSVERSE TEST 


Strips of polymethyl methacrylate 
(commercial denture resin) with a thick- 
ness of 2.5 mm., width 10 mm. and 


(mm.) 
if 


DEFLECTION 


10 20 


TIME 


30 40 80 60 


(D AY S) 


Fig. 1.—Deflection of denture resin under transverse load of 1,645 gm., after lining materials 
A, B and C had been applied. X, deflection of control specimens without liner. 


F caused no irritation to the skin. Since 
no correlation was observed between the 
iritant action and the type of solvent, 


it may be suspected that the amount of 


length 65 mm. were prepared. The 
transverse testing equipment conformed 


to the testing requirements of the Ten- 


tative American Dental Association 
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Specification No. 12 for Denture Base 
Materials.* In order to provide a con- 
trol test, the specimens of resins were 
stored in water at 37 C. (98.6 F.) for 
two days and they were subjected to 
a cross-blending load of 1,645 gm. for 
one minute, and the average deflection 
was noted for each resin. 

The specimens (except the controls) 
were “lined” by pressing the lining ma- 
terial against the resin strip under a 
load of 500 gm. between glass plates 
the bottom one of which was the flat 
surface of a bottle containing water at 
37 C. The manufacturer’s directions for 
the manipulation of each material were 
followed scrupulously, so far as mouth 
conditions could be simulated. In this 
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Figure 2.—Deflection of denture resin under 
transverse load of 1,645 gm., after lining mate- 
rials E and F had been applied. X, deflection 
of control specimen without liner. 


manner, a layer of lining material was 
formed which covered the entire area of 
one side of each resin strip to a thick- 
ness of approximately 1 mm. The 
“lined” specimens were then stored in 
water at 37 C. for twenty-four hours, 
after which the deflection in millimeters 
was noted under the previously selected 
load of 1,645 gm. The test was re- 
peated periodically until the deflection 


3. Tentative American Dental Association 
Specification No. 12 for Denture Base Mate- 
rial. J.A.D.A., 28:325, February 1941. 


so obtained became constant with time. 
The results are presented graphically in 
Figures 1-2. 

The general conclusion to be drawn 
from these results is that the denture 
resin must have been softened by the 
solvent in the liner. As can be noted, 
twenty-four hours after applying the 
lining material (the fiducial reading for 
all the graphs in Figures 1-2), the deflec- 
tion was from 0.5 to 3 mm. greater 
than that of the original resin without 
the liner, in spite of the fact that the 
specimens were 1 mm. thicker after the 
liner was applied.. Furthermore, if it 
is assumed that equilibrium conditions 
(or complete hardening) were reached 
when the deflection became constant 
with time, the time for complete hard- 
ening of the specimens, while they were 
in water at 37 C., varied from twenty 
days (liners A and B and F) to thirty- 
five days (liner C). Lastly, it should be 
noted that at no time did the specimens 
become so stiff as the original resin. 
Since, as previously stated, the thickness 
of the “lined” specimens was approxi- 
mately 40-50 per cent greater than that 
of the original resin strip, the final de- 
flection should be materially less than 
that of the original strip under the same 
load, if the liner became as stiff as the 
resin. Certainly the advertising claim, 
“sets as hard as the denture base itself,” 
is not borne out by these data for any 
of the materials. 

The decrease in stiffness of the resin 
after the liner was added may be ex- 
plained by the action of the solvent. 
The solvent partially or totally dissolves 
the solid ingredients of the liner, and 
it is then supposed to evaporate when 
the material is exposed to the air. This 
action is taken advantage of in lacquers 
and certain types of varnishes, for ex- 
ample, and it is very effective in the 
case of thin films in which changes in 
the physical properties of the adhering 
surface are unimportant. In_ thicker 
layers, the solvent volatilizes from the 
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surface, and a thick coat or “skin” forms, 
which inhibits the volatilization of the 
solvent beneath. The: trapped solvent 
then diffuses outward through the “skin” 
and inward into the denture resin. Since 
polymethyl methacrylate is attacked by 
these solvents, the softening of the den- 
ture base is easily explained. 

Qualitative hardness measurements on 
the resin before and after “lining” dem- 
onstrated this effect by a considerable 
decrease in surface hardness, after the 
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in brass plates, 1.5 mm. in thickness. The 
diameters of the molds varied from 5.1 
to 5.4 cm. The lining materials were 
introduced into the molds, covered with 
cellophane and pressed between glass 
plates under a load of 1,000 gm. Speci- 
mens of each material were produced 
in duplicate. After molding, one of the 
surfaces of each disk was exposed to 
the air at a temperature of 37 C. No 
measurements were made until the 
specimens had hardened sufficiently to 
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Fig. 3.—Loss of weight of lining materials A, C and D when allowed to harden in air at 37 C. 


lining material C had been added, for 
example. 


LOSS OF WEIGHT IN AIR 


In order to study the rate at which 
the solvent evaporated from the liners, 
the loss of weight was determined while 
the materials were exposed to the air. 

Disks of each lining material were 
prepared in circular molds, constructed 


be removed without damage. It is sig- 
nificant that a storage of as long as one 
week often was required before the ma- 
terials were sufficiently rigid to handle. 
The first weighing was made at the end 
of the storage period, and undoubtedly 
considerable solveht had already vola- 
tilized. This procedure was adopted 
because our interest was centered on the 
rate of volatilization per square centi- 
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LOS& OP WEIGHT (mg/cm) 
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Fig. 4.—Loss of weight of lining materials E and F when allowed to harden in air at 37 C. 


meter of surface area after the material 
was reasonably rigid and a “skin” had 
formed rather than on the total amount 
of solvent volatilized. The average loss 
‘in weight per square centimeter as ob- 
tained under these Conditions is pre- 
sented in Figures 3-4. 

Careful observation of these graphs 
shows that, in all cases, the specimens 


were continuing to lose weight at the 
end of the observation period (forty- 
ninety days), and there is every reason 
to believe that some solvent was still 
retained in the specimens at the end 
of that period. 


WATER SORPTION 


Since the previous test did not con- 
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form to mouth conditions in that the 
specimens were not kept moist, fresh 
specimens were prepared, again in 
duplicate, in exactly the same manner, 
except that, at the end of the storage 
period, they were weighed and then 
stored in water at 37 C. They were 
weighed at frequent intervals thereafter. 
The results are presented graphically in 
Figures 5-6. 
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Fig. 5.—Change in weight of lining mate- 
rials A, B and C while stored in water at 
37 C. 


When this experiment is applied to 
denture base materials, a gain in weight 
after immersion in water usually indi- 
cates an imbibition and swelling of the 
resin. Such a conclusion is, of course, 
not necessarily valid for all types of ma- 
terials, since porosity and _ internal 
bubbles might be a factor in the gain in 
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weight in water and swelling might not 
occur. 
As can be noted, materials A and C 
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Fig. 6.—Change in weight of lining mate- 
rials D, E and F while stored in water at 37 C. 


(Fig. 5) exhibited an initial increase in 
weight, but, at a later time, both became 
lighter than the fiducial weight. (As 
previously stated, the manufacturer 
changed the formula for material C. Un- 
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fortunately, the specimens used for this 
test contained a different solvent, and 


therefore these data may not be com- 


parable with those of the other tests on 
this particular material.) These seem- 
ing reversals are probably explained on 
the basis that the leaching of the solvents 
was delayed at the start, but became pre- 
dominant at a later time. Material D 
(Fig. 6) lost weight from the beginning. 
Again, it should be noted that the speci- 
mens were losing weight at the end of 
the observation period, and it can be 
concluded that some solvent was still re- 


water than either chloroform or butyl 
acetate. 

3. The amount of solvent present in 
the liner. 

4. The porosity or bleb content of the 
hardened liner. 

All of these are of course interre- 
lated, and it is not surprising that the 
different brands of lining materials re- 
spond differently in this respect. It is 
significant that all of the materials that 
contained ethyl acetate as a solvent (B, 
E and F, Figs. 5-6) gained in weight 


from the start of observation. It is con- 


Fig: 7.—Specimens of lining material A. Bubbles are present in the specimen on the left. 
After being immersed in water for one week at 37 C., the specimen turned white, as shown on 
the right. This condition is generally typical of all the materials. 


tained by the lining material and the 
resin. 

The amount and rate of gain or loss 
of weight in water is probably related 
to several conditions: 

1. The nature of the plastic in the 
liner. Cellulose compounds generally 
are notable for their water imbibition, 
as are polyacrylic acid and certain of 
the acrylates. 

2. The affinity of the solvent and the 
products of the solution for water. Ethyl 
acetate is many times more soluble in 


ceivable that the ethyl acetate was dis- 
placed by the water, and thus the gross 
weight was increased. 


POROSITY AND WARPAGE 


All of the specimens of lining ma- 
terials contained bubbles or blebs after 
hardening for twenty-four to forty-eight 
hours, presumably caused by trapped 
solvent vapor or air. An analogous con- 
dition may occur in acrylic denture 
resins when curing is attempted without 
pressure. Evidently the vapor was under 
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pressure. This was demonstrated by 
puncturing a bubble under a drop of 
mercurochrome. In every instance, vapor 
bubbles appeared in’ the dye before it 
penetrated the puncture. 

The bubbles in the liner were, of 
course, easily visible in the clear lining 
materials, but they were found in the 
opaque materials as well after they were 
sectioned. A typical example of bubbles 
in a clear material is shown on the left 
in: Figure 7. It is interesting to note 
that this material (A) became opaque 
after being water-soaked for one week, 
as shown in the specimen on the right 
in the same figure. 


Fig. 8.—Side views of specimens used for 
the transverse test. The resin strip on the left 
is a control. After “lining,” warpage occurred 
toward the “lined” side. 


All of the specimens used for the trans- 
verse test gave evidence of warpage, 
as shown in Figure 8 for material C. 
The warpage shown is typical in that 
the concave surface was always toward 
the “lined” side. 

In order to investigate the matter 
farther, denture-resin specimens and 
metal models, used in a previous inves- 


4. Skinner, E. W., and Cooper, E. N.: 
Physical Properties of Denture Resins: Part I. 
Curing Shrinkage and Water Sorption. J.A. 
D,A., 30:1845-1852, December 1, 1943. 
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tigation,* and which simulated the pos- 
terior section of an upper denture, were 
“lined” and their warpage studied. These 
specimens previously had been subjected 
in water to a temperature of 80 C., 
(176 F.) for thirty minutes, and then 
stored in water at 37 C. for two years. 
Presumably, such treatment had relieved 
all processing strains. 

Approximately 1 mm. of the “tissue 
side” of each specimen was trimmed 
away to make room for the liner. (Fig. 
g.) After “lining,” the specimens were 
allowed to remain in water at 37 C. for 


Fig. 9.—Prepared resin specimen on metal 
model before lining material was applied. 


Fig. 10.—Typical warpage of specimen in 
Figure 9 with liner, after storage in water at 
37 C. for nine weeks. 


a week before they were removed from 
the model. They were then water- 
soaked at 37 C., without the models, for 
nine weeks, during which time visible 
warpage took place, until finally none 
of them would “go back” on the model, 
as shown in Figure 10. The time re- 
quired for this amount of warpage 
varied for the different materials from 
two to nine weeks. 


It was evident from the experiments ‘ 
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that the thickness of the lining influenced 
the degree of warpage. For example, 
when the specimen was lined to a depth 
of approximately 0.5 mm., it could be 
replaced on the model with an error in 
fit of about 8 mm., which is obviously 
far from accurate. In this case, cracks, 
presumably due to localized shrinkage, 
appeared in the lining material, as shown 
in Figure 11. 

It should not be inferred from these 
tests that the dentures will warp to this 
extent in clinical practice, since (1) 
the shape of the denture base would 
partially inhibit such changes and (2) 
the major portion of the warpage prob- 
ably takes place while the denture base 
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. Ing the preparation of the specimens for 


the change in weight tests, even though 
the disk molds were pressed between 
the glass plates with excess material, 
the thickness of the specimens decreased 
approximately 50 per cent during hard- 
ening. As previously noted, the “lined” 
resin strips always bowed toward the 
lined side. (Fig. 5.) This may be ac- 
counted for by the assumption that the 
resin was softened by the solvent and 
was bowed by the contraction of the 
lining material. Furthermore, many 
cracks appeared, which are additional 
evidence of contraction. 

All of the above-mentioned specimens 
were hardened in air. As was previously 


Fig. 11.—Cracks in lining material that appeared during hardening in water at 37 C. 


| is somewhat softened by the solvent from 

the liner. Under such a condition, the 
edentulous arches themselves might 
mold the denture bases to some extent. 
The fact that any change takes place 
in the denture resin rather offsets the 
original purpose of the liners; namely, 
to stabilize the denture. 


SHRINKAGE 


Although no direct measurements were 
made, considerable evidence that a 
great amount of shrinkage occurred 
during the hardening of these materials 
was brought to light during the course 
‘ of the investigation. For example, dur- 


noted (Figs. 5-6), some of the materials 
gained in weight in water, a condition 
that usually connotes imbibition and 
swelling. However, shrinkage cracks 
are evident in Figure 11, even though 
the specimens were stored in water from 
the start of the hardening process. Fur- 
thermore,*it is difficult to explain the 
warpage of the specimens as illustrated 
in Figure 10, other than on the same 
basis as for the bowed strips. (Fig. 8.) 
Immersion of a resin specimen with- 
out the lining material directly in the 
solvent failed to produce such a distor- 
tion. Consequently, any consideration of 
the release of processing strains as a 
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cause of such warpage is ruled out. The 
specimen of resin (polymethyl methac- 
rylate) was placed in a covered petri 
dish, which was filled to a depth of 2 
mm. with the solvent for lining material 
B. After a storage of two hours in the 
solvent, the specimen appeared as in 
Figure 12. The etching by the solvent 
vapor is plainly visible. The portion of 
the resin that was actually immersed in 
the solvent disintegrated completely, and 
the residue resembled a coarsely pow- 
dered glass. 


CLINICAL APPLICATIONS 


Four of the lining materials (A, C, 
E and F) were selected for use in re- 
lining dentures of patients in the Pros- 


SKINNER AND Pomés—SELF-HARDENING LINING MATERIALS 


Materials A and E caused a burning 
sensation which became tolerable after 
from ten to thirty minutes. All of the 
patients complained that a “medicine- 
like” taste was noticeable for from two 
to twenty-four hours after lining. In 
one case, this taste persisted for one 
month. 

As in the laboratory observation, the 
lining materials discolored or became 
opaque in the mouth after a time, and 
bubbles and cracks appeared in which 
débris and food collected. A softening 
and bleaching of the denture resin were 
sometimes evident, particularly in the 
thin labial flanges of immediate upper 
dentures. This finding does not sub- 
stantiate the claim that these lining ma- 


Fig. 12.—Etching pattern on side of resin specimen, caused by vapor from one of solvents. 
The other side, which was in direct contact with the solvent, disintegrated. 


thetic Clinic of Northwestern University 
Dental School. Thirteen patients in all 
were treated. Careful records were kept 
for each patient, but only a general 
summary of the findings will be pre- 
sented. 

Material C produced a burning sen- 
sation for one hour after its application, 
and was ruled out of further considera- 
tion as being intolerable, if not danger- 
ous, to the patient. The consistency of 
material F was such that it would not 
flow in the denture, and therefore it was 
discarded also. Several different lots of 
the material were tried, but they were all 
equally poor in this respect. 


terials are indicated in immediate den- 
tures to “follow up” the resorption of 
the alveolar process. The impossibility 
of controlling the hardening time of 
the liners was found to be a serious dis- 
advantage in preserving the stability and 
retention of the dentures. 

In view of these findings, further study 
in regard to stability and retention as 
related to time was thought to be un- 
necessary. 


SUMMARY AND CONCLUSIONS 


Six self-hardening denture lining ma- 
terials were examined as to hardening 
rates, water sorption and effect on the 
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denture base. The following observa- 
tions and conclusions are drawn from the 
data presented: 

1. As nearly as could be determined, 
the materials were composed of a body 
containing synthetic plastics, which was 
dissolved or softened in chloroform, 
ethyl acetate or butyl acetate. All of 
these solvents are likely to be irritants 
to soft tissues. Four of the lining ma- 
terials produced an erythema when in 
contact with the skin. Furthermore, ir- 
ritation of the mucous membrane 
was intolerable for from ten to thirty 
minutes. 

2. A softening of the denture resin 
was observed when it was in contact 
with the lining material, as evidenced 
by a lack of stiffness when the specimens 
were deformed transversely. This effect 
probably is due to the fact that the sol- 
vent penetrated the denture resin. 

3. From twenty to thirty days was 
required for “lined” specimens to 
“harden” completely. It is doubtful 
whether any of the lining materials ever 
became as stiff or hard as the denture 
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resin, since there was evidence of a loss 
of weight in air for these materials which 
continued for as long as ninety days. 

4. Some of the lining materials ex- 
hibited a gain in weight and others a 


loss in weight in water. Although a 
gain in weight in water usually indicates 
an imbibition with swelling, evidence is 
presented that these materials shrink 
upon hardening: (a) All specimens 
warped toward the “lined” side. (b) 
Shrinkage cracks appeared in the liner, 
particularly in thin layers. 

5. The laboratory results were gener- 
ally substantiated by observation of 
clinical cases in which four of the lining 
materials were used. 

Lastly, no lining material can be satis- 
factory that contains a solvent for the 
denture base material, unless the denture 
base and liner are held rigidly under 
pressure during the curing or hardening 
process, with complete elimination of 
the solvent. However, it is doubtful 
whether the solvent could be eliminated 
completely even under heat without 
complete fusion of the resin. 
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HUMAN DENTAL PULP AS A TISSUE-CULTURE 


PROVING-GROUND ‘FOR NEW CHEMO- 
THERAPEUTIC DRUGS* 


Hersert M. B.S., D.D.S., M.S.D., Chicago, IIl. 


HE discovery of the therapeutic 

value of the sulfonamides ended a 

long and discouraging era of chem- 
otherapy. The idea that remedies could 
act in the body to destroy disease-pro- 
ducing agents is traced to the dim origins 
of medical lore ; but it was not until Ehr- 
lich’s conquest of syphilis with arsenicals 
that chemotherapy was brought into 
prominence. As contemporary workers 
failed to duplicate his success in other 
diseases, the idea of intra vitam warfare 
soon lapsed into relative insignificance. 
With the advent of the sulfa drugs, Ehr- 
lich’s short-lived theory of specific thera- 
peutic antidotes gave way to the new 
and promising bacteriostatic theory of 
chemotherapy. In the brief span of eight 
years, the sulfa drugs have triumphed 
over many previously intractable human 
ailments, and they have already meant 
the difference between life and death 
to many war casualties in the farthest 
corners of the globe. 
* The swift adoption by the health pro- 
fessions of these new and versatile drugs 
has caused the emergence of unantici- 
pated cleavage lines in the prerogatives 
and limitations of each profession. Our 
own Accepted Dental Remedies states: 


Since all of the sulfonamide compounds 
are capable of causing relatively severe toxic 
reactions when used internally, it is the 


*Abstract of thesis submitted in partial ful- 
filment of the requirements of Northwestern 
University for the degree of master of science 
in dentistry. Degree conferred June 14, 1944. 
Research directed by Stanley W. Clark, Wil- 
liam G. Skillen, Evelyn B. Tilden and Ed- 
ward H. Hatton. 


Jour. A.D.A., Vol. 32, April 1, 1945 


opinion of the Council that the extensive oral 
administration of these compounds in gen- 
eral dentistry is not advisable. When the 
need for such medication arises, it should be 
given in cooperation with the patient’s 
physician.’ 


In reviewing the rationale of local 
therapy, it seems that our limitations 
in theory are a negligible handicap. In 
the first place, it can be shown, in a very 
real sense, that all sulfonamide thérapy 
is local therapy. Whether the admin- 
istration is systemic or topical, the pur- 
pose is to gain high drug concentration 
in and adjacent to the site of infection. 
Whereas the blood levels, through gen- 
eral administration in the area of the 
wound as elsewhere in the body, are 
limited to 15 mg. per hundred cubic 
centimeters, it has been shown repeatedly 
that direct and local application of the 
drugs to the lesion itself raises blood and 
tissue levels in some cases to 800 mg. 
per hundred cubic centimeters, the lim- 
itations being imposed only by the solu- 
bility of the drug.® There are, of course, 
many instances wherein the combined 
treatment is best. However, as long as 
the professional consensus has limited 
our use of the sulfa drugs largely to 
local therapy, we should know, employ 
and investigate further all of the values 
inherent in this method of administra- 
tion. 

In medicine, the sulfa drugs have been 
used locally in wound infections, burns, 
ulcers, thrombophlebitis, compound frac- 
tures, gas gangrene, tetanus, peritonitis 
and infections of the biliary and gastro- 
intestinal tracts, pleural cavities, eyes, 
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ears, sinus and pharynx and genito- 
urinary tract. They have been used ex- 
tensively in dermatology and ortho- 
pedics and have been reported useful in 
dentistry in the treatment of osteomye- 
litis, actinomycosis, cellulitis, Ludwig's 
angina, fracture and extraction wounds, 
and in the prevention of endocarditis.” 
There is a growing volume of literature 
dealing with the experimental and clin- 
ical research in medical and dental jour- 


significant controversies. The quandaries 
and enigmas posed by the dental litera- 
ture may be analyzed under the terms 
“basic properties” and “secondary, or 
side, actions.” 

It is agreed that the sulfa drugs are 
basically bacteriostatic chemotherapeutic 
agents. However, the eight or more cur- 
rent attempts to explain this action tes- 
tify to the fact that the modus operandi 
remains conjectural. 


Fig. 1 (Specimen 13 S).—Cross-section of lower right third molar, in man aged 38. Sulfan- 
ilamide was implanted in the pulp under septic conditions. The tissues and fluids of this pulp 
were in contact with sulfanilamide powder for two hours and presumably absorbed the dis- 
solved drug in sufficient quantities. On the whole, the pulp is normal in appearance. There 
is no inflammatory process in evidence. The vascular picture may be considered normal and 
the odontoblasts are for the most part continuous and intact. The fibrous ring subjacent to the 
exposure area is identified as compressed tissue and does not represent a pyogenic membrane. 
The vacuole in the upper right corner has the appearance of a pulp abscess, but is actually an 
artefact that occurred in the fixing or cutting process. It should be noted that in this pulp 
sulfanilamide was implanted. Comparison may be made with other pulps in which sulfathiazole 
was implanted. The high magnification showed blood vessels that were packed with erythro- 
cytes, and few leukocytes were observable in the blood vessels or the tissues. There was no 
pain experienced in this case. 


nals and, from these reports, there is Of equal importance in determining 
emerging a body of uncontroversial facts the clinical use of these drugs are the 
accompanied by a chain of pointed and secondary, or side, actions of the drugs, 
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which are, after many indecisive animal 
experiments and clinical studies, still de- 
bated. The controversies revolve around 
the irritant and toxic properties of the 
drugs and their influence on pain, heal- 
ing, hemorrhage, rate of epithelization 
and scarring. Experiments in local ther- 
apy have been performed on rats, cats, 
dogs and monkeys; and the tissues 
studied involve the brain, eye, stomach 
and intestine, muscle, peritoneum, bone 
and tooth sockets.2* The last named is 
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administration have likewise been on a 
trial and error basis and must remain 
so until rational medication can be based 
on more precise understanding of the 
exact nature of the drug in question. 

A review of all methods for testing 
drugs shows that none are applicable to 
the new chemotherapeutic agents. In 
trying to devise a new and decisive test 
to solve some of the problems posed by 
the medical and dental literature, it oc- 
curred to us that the human dental pulp 


TasLe 1.—Susyective Data—Septic Putps 


Implanted Pulps 


| 
Specimen Pain Before Pain After 
Implant Implant 
1S Slight Slight 
3S Slight None 
5S Slight None 
6S None None 
8S None None 
95S Mild None 
10S Slight None 
12S Slight Slight 
13S None None 
14S None None 
15S None None 
16S None None 
17S Slight None 
18S None None 
25S Slight Slight 


the only experimental area investigated 
in dental research on experimental ani- 
mals, although many clinical studies in- 
volve reports of implantation of the drug 
in postextraction wounds. The solution 
as to the basic and secondary properties 
is urgent because of its clinical impor- 
tance, as many questions in therapy, such 
as “Should the drugs be used in clean, 
relatively aseptic wounds, prophylactic- 
ally in contaminated wounds or thera- 
peutically in frankly infected wounds?” 
depend for their answers on the nature 
of bacteriostasis and on the secondary 
characteristics of the drug. Methods of 


| Control Pulps 


| Specimen | Pain Before Pain After 
Exposure Exposure 
2S Slight Slight 
4S Slight Mild 
78 Slight Severe 
11S None Severe 
19S None None 


might provide a suitable proving ground 
for analysis of the disputed issues. 

In theory, this proposition seemed 
promising. Biopsy material composed of 
representative connective tissue is inad- 
vertently taken every time a vital tooth 
is extracted. Being encased by unyielding 
walls, it may be removed without dis- 
tortion and can be retained intact 
through the long period of preparation 
for histologic section. Pairs of analogous — 
teeth within the same mouth provide an 
excellent opportunity for controlled ex- 
perimentation. Like wounds in which 
the drug is used, human pulps Occur in 
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aseptic and septic states. Thus, in theory, 
the human pulp provides biopsy material 
of infected and, uninfected tissue for con- 
trolled experimentation and is unique in 
furnishing with social sanction oppor- 
tunity for both clinical and necropsy ob- 
servations on man himself. It seems that, 
in addition to having a great stake in 
the advancement of local sulfonamide 
therapy, dentistry has, ‘within its own 
field of activity, a tissue that is uniquely 


tion, we selected for experimentation 
nineteen noncarious, nonpyorrheic teeth 
that had been condemned to extraction. 
All pulps were exposed under aseptic con- 
ditions and in ten sulfathiazole was im- 
planted. Nine were left unmedicated, as 
controls. Nineteen specimens, presumed 
infected because of carious exposure, were 
similarly treated. Fourteen of these were 
implanted with sulfathiazole and _ five 
were left unmedicated, as controls. All 


Fig. 2 (Specimen 6 S).—Cross-section of lower right second molar, in a girl aged 17. The 
test was continued for one day. A culture was negative. The surfaces were disinfected with 
phenol. There was no pain. The specimen was in contact with sulfathiazole for thirty hours 
and the tissues were presumably bathed in or saturated with the dissolved sulfathiazole. The 
pulp, on the whole, appears normal, and there is no inflammation or degeneration. The blood 
vessels are neither distended nor engorged. Under high magnification, it was noted that the 
membrane subjacent to the exposure area was composed of mechanically compressed tissue 
elements and vessels, but there was no leukocytosis in the vessels or in the surrounding tissues. 
The sections stained for bacteria showed no organisms and there was no cytologic evidence of 


infection. 
suited to study of the new chemothera- 
peutic drugs. 


MATERIALS AND METHODS 
.To test the feasibility of the proposi- 


exposed areas were sealed with cement 
until extracted. The experimental inter- 
vals ranged from, two hours to 273 days. 
The sixteen patients involved varied from 
12 to 57 years in age. Data were col- 
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lected in relation to pain, and all teeth 
were prepared for histologic study. Bac- 
teriologic observations were made from 
special stains of the histologic speci- 
mens. In addition, seventeen were cul- 
tured. 

Sulfathiazole was chosen as the test 
drug as it is thought by some authorities”® 
to be most effective against §. viridans, 
the organism most consistently reported 
to be the principal offender in pulp in- 
fections.1 All teeth were anesthetized 
with 2 per cent procaine hydrochloride in 
an alkaline vehicle, and an attempt was 
made to put the solution as far away as 
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powdered sulfathiazole was sprayed into 
the cavity so that a white hoarfrost coat- 
ing adhered to the exposed pulp. To 
provide a reservoir of the drug, an excess 
of the powder was used to blanket the 
floor of the cavity. No sulfathiazole was 
placed in the control tooth, and no other 
medicament was used either on the im- 
plant or in the control. 

To protect the exposed pulp from any 
pressure in applying the oxyphosphate 
cement filling and to preclude any dis- 
turbing action that this filling might have 
when applied directly to the pulp, a piece 
of gold foil, chosen because of its chem- 


2,—SusjectiveE Data—Aseptic Pups 


Implanted Pulps 


Control Pulps 


Specimen Pain Before Pain After 
Implant Implant 
1A | Slight Slight 
None None 
5A None None 
7A None None 
None None 
11 A None None 
13 A | None None 
ISA | Slight Mild 
18 A None None 
19 A None None 


*These pains were periapical, not intrapulpal. 


was possible from the cavity. Teeth were 
selected in pairs, one for implant and 
one for control; and, as nearly as pos- 
sible, all were subjected to the same op- 
erative procedures. With the conven- 
tional aseptic precautions common to 
root-canal therapy, each experimental 
tooth was isolated with a rubber dam. 
Black cavity preparations were made. 
The actual exposure was made through 
the floor of the cavity with a chisel, and 
special care was exercised not to dis- 
arrange the subjacent pulp tissue. At 
this point, one tooth was selected for 
the implant. With a DeVilbiss atomizer, 


Specimen | Pain Before Pain After 
Exposure Exposure 
i} 2A Slight Slight 
4A None Severe* 
6A None Mild* 
8A None None 
10 A None Slight* 
12A None None 
14A None None 
16 A Slight Mild* 
7A Slight Mild* 


ical inertness, was placed between the 
two. The foil was sterilized by flaming 
and then was adapted to the floor, but 
not to the walls of the cavity. Care was 
taken to exert no pressure on the pulp 
at the point of exposure, so that, in ef- 
fect, the foil bridged over, and did not 
impinge on, the pulp. A regular mixture 
of oxyphosphate cement was used to seal 
the cavity. 

After a predetermined period, the pa- 
tients returned and the teeth were ex- 
tracted. All specimens except those used 
for bacteriologic experiment were placed 
in formaldehyde immediately after the 
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cement filling and the foil had been re- 
moved with a chisel. 

The seventeen teeth that were cul- 
tured were handled with extraordinary 
precaution. After extraction, the teeth 
were placed on a piece of sterile gauze 
in a sterile petri dish. Then the entire 
exterior of the tooth was bathed in a 5 
per cent phenol solution for eighteen 
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After the exterior of the tooth had 
been disinfected, extreme efforts were 
made to avoid contamination. The ma- 
terials were sterilized either in the auto- 
clave (rubber gloves, etc.) or in the dry 
oven (cotton points, pliers, etc.). Using 
sterile gloves and working on sterile 
towels, the operator removed the cement 
filling and foil. A sterile cotton point 


Fig. 3 (Specimen 7 S).—Cross-section of lower right first bicuspid, in girl aged 17. The 
test was continued for one day. Culture was positive and the surfaces were disinfected with 
phenol. There was slight pain before extraction, severe after. This pulp was unmedicated and 
was used as a control for specimen 6 S (Fig. 2). The pulp on the whole is normal in appear- 
ance and shows little inflammation. There is some evidence of mild hyperemia. There are 
some scattered leukocytes in the tissues and a somewhat larger than normal proportion of them 
in the blood vessels. There are crumbs of dentin and tissue débris above the pulp stump. 
S. viridans was recovered from this specimen, although the sections specially stained for bac- 
teria showed no organisms and there was no cytologic evidence of sepsis. 


minutes. The phenol was washed off the 
exterior in three suiccessive baths of sterile 
water. 


was introduced into the pulp chamber 
until the tip became moist with blood 
and exudate. This point was used to 
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inoculate a blood-agar plate and Brewer’s 
medium. Both were incubated for forty- 
eight hours. 

Two series of collateral experiments 
were performed on dogs. 

All histologic specimens were stained 
with hematoxylin-eosin, and, in order to 
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the pain involved is inconsiderable and 
analogous pairs of condemned teeth are 
not difficult to find. We confirmed the 
fact that the pulp is reliable material 
for study of the irritant and toxic prop- 
erties of drugs, but yields data that must 
be regarded at this time as inconclusive 


TABLE 3.—RESULTS AS TO PREEXISTING PAIN 


Septic Pulps Aseptic Pulps 
Implanted | Control Implanted | Control 
Decrease 5 0 0 0 5 
No change 3 | | l 1 6 
Increase 0 2 1 2 5 
Tasie 4.—BacrerioLocic Data—Human Putps 
Implanted Pulps Control Pulps 
Speci-} Assumed | Mouth Laboratory| Speci- | assumed Mouth Laboratory 
men | Culture | Culture men Culture | Culture 
| 
1S | Positive | Negative | 2S _ | Positive | Positive 
3S | Positive | | Negative | 4S Positive Positive 
6S | Positive | Negative | 7S Positive Positive 
Septic 8S | Positive | Negative | 
Group 9S | Positive* | | Negative | 
| 2S Positive | Negative 
1A | Negative | Negative | Negative | 2A Negative | Negative | Positive 
| 3A | Negative Positive 4A Negative Negative 
Aseptic 5 A | Negative | | Negative | 6A Negative | Negative 
group 7A | Negative | | Negative | 8A Negative | Negative 
10 A | Negative | Negative > 
1S Negative | Positive 


*Confirmed by mouth culture before implantation. 


bring out micro-organisms, the Brown 
and Brenn technic was also employed on 
all specimens. 


RESULTS 


Results obtained are recorded in the 
seven tables, and five representative 
photomicrographs present the histologic 
findings. 

The study in general proved feasible. 
We found that patients will cooperate, 


on the issues of bacteriostasis, pain, heal- 
ing and hemorrhage. 

In the literature dealing with local 
sulfonamide therapy, the question of the 
irritant and toxic properties of the drug 
is first in prominence and second in 
clinical importance only to questions re- 
lated to the mode of bacteriostasis. Our 
study showed that the tissue area known 
to be bathed in, or saturated with, the 
drug manifested no immediate or de- 
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layed untoward action attributable to 
the drug. In fact, the medicated pulps 
were, on the whole, better preserved 
than the control pulps. This evidence 
may be interpreted to mean that the 
test drug is nonirritating and nontoxic 
in pulp wounds. The literature that 
makes claims counter to this assertion, in 
some instances at least, refers to the 
foreign body reaction to the presence of 
undissolved powder or crystals. The 
presence of any agent that mechanically 
displaces tissue would tend to cause an 
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tic, basis; for the drug is in fact impotent 
in antibacterial activity until it is dis- 
solved. Figure 2 shows pulp tissue known 
to be metabolizing while its fluids are 
saturated with the sulfa drug. It shows 
no more inflammatory reaction than its 
control (Fig. 3). 

In general, in our study, the implanted 
specimens showed no atrophic, inflam- 
matory or vascular derangement attribut- 
able to the presence of the drug. The 
implanted pulps seemed on the whole 
better preserved, and pain was less fre- 


Fig. 4 (Specimen 19 A).—Cross-section of upper right third molar in woman aged 37. The 
test was continued for two days. Implantation of sulfanilamide was carried out under aseptic 


conditions. 


There was no pain before or after implantation. 


Presumably, at the time of ex- 


traction, there was a high concentration of the drug in the interstitial spaces of the pulp (up 
to 800 mg. per hundred cubic centimeters). The concentration in the deeply stained cells to 
the left of the exposure area does not represent an inflammatory process, as the cellular elements 
are erythrocytes. The pulp is, on the whole, normal. The tissue arrangement and the vascular 
system are typical of an uninflamed pulp. The odontoblasts are continuous and intact. 


inflammatory condition and delay heal- 
ing. Unless it can be shown that the 
tissues containing the dissolved sulfa drug 
evidence an irritant or a toxic reaction, 
the claims for toxicity must be on a 
mechanical, and not a chemotherapeu- 


quent than in the control teeth. Pre- 
sumably, the reverse would be true if the 
drug were irritating and toxic to pulp 
tissue. 

It was found that other properties of 
the test drug, both basic and secondary, 
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were less susceptible to analysis in the 
pulp. Bacteriostasis was difficult to assay 
because the technics of investigating the 
bacterial flora of the pulp are in them- 
selves too inconclusive. Whereas the data 
obtained in our culturing technic seemed 
to indicate a suppression of organisms 
by the drug, the bacterial staining and 
the cytologic evidence of infection were 
not reassuring on this point. 

In the five instances wherein the drug 
was used in pulps that were assumed, 


on the other secondary attributes, a de- 
cisive analysis on each point was not 
possible. Pain proved variable in both 
etiology and symptoms. However, the 
over-all recordings indicated a lower in- 
cidence of pain in the medicated pulps. 
Of the ten implanted teeth that evi- 
denced pain before implantation, five 
showed a decrease of pain after medica- 
tion. Of the six control teeth that evi- 
denced pain prior to exposure, none reg- 
istered a decrease of pain. Of the 


TaBLe 5.—SummMaAry OF BACTERIOLOGIC RESULTS 


Change in 
Bacteriologic Findings 


Septic 


Implanted] Con Control 


Pulps 


| 


[Implanted Control 


Contamination | No bacteria to bacteria 
No bacteria to 

no bacteria 
Bacteria to bacteria 
Bacteria to no bacteria 


No change 


Elimination 


TaBLe 6.—SumMary oF Histotocic REsutts on Vitatiry—Human Putps 


Septic Pulps 


Aseptic Pulps 
- Total Pulps 
Implanted Control 


Implanted Control 


or presumed from culturing, to be sep- 
tic, none showed positive cultures after 
implantation. All control teeth assumed 
to be septic were shown to be positive 
when cultured. Two of the six pulps 
assumed,-or presumed from culturing, to 
be aseptic became contaminated after 
implantation, and only one of the six 
control teeth assumed, or presumed 
from culturing, to be negative at the time 
of exposure, was shown to be negative 
when cultured. 

Although pertinent data were gained 


twenty-four implanted specimens, only 
one tooth registered an increase in pain, 
and eight out of the fourteen control 
pulps registered more pain after ex- 
posure. This lends support to the asser- 
tions in other studies that the drug has 
an analgesic action, but must be con- 
sidered inconclusive in this study. The 
fact that use of the drug did not cause 
or increase painful symptoms supports 
the assertions as to nontoxicity made in 
this study and elsewhere. 

The healing mechanism proved too 
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bee 


Fig. 5.—Cross-section of pulp of dog’s tooth in which sulfathiazole was implanted eighty 
days before extraction. Except for the peculiar vacuolization shown under high magnification, 
the pulp is in an excellent state of preservation. There is almost no inflammatory reaction. 
The vessels are slightly distended and the odontoblasts are intact. 


delicate and atypical in the human pulp 
“to warrant positive conclusions on this 
phase of the study. All pulps showed 
a tendency to ‘undergo degenerative 
changes incident to the advance of time. 


Whereas the implanted specimens seemed 
better preserved and yielded to retro- 
grade tendencies more slowly, the salu- 
tary effects were limited and incon- 
clusively disclosed. Effects on rate of 
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epithelization and scarring obviously 
could not be studied in the pulp tissues. 

We cannot generalize about the effects 
of use of the drug on hemorrhage from 
observations made within the confines of 
the tooth in pulp wounds. It can be said 
with certainty, however, that the medi- 
cated specimens showed no interstitial 
or petechial hemorrhages. Spraying the 
drug through the exposure onto the 
bleeding pulp arrested hemorrhage. This 
was probably a mechanical effect, but it 
may be said that there was no evidence 
that use of the drug causes or increases 
the tendency to hemorrhage, as asserted 
by some. 

Collateral experiments were performed 


Taste 7.—SumMary OF HistoLocic ComMpARISON 
or IMPLANTED AND Controt Human 


Total 


Aseptic | 


Comparative Septic 


Condition 


No. implanted pulps 
worse than controls 
No. implantedpulps 
same as controls 

No. implanted pulps 
better than controls | 


on the sixteen cuspid teeth of four dogs. 
Bacteriologic studies proved more dif- 
ficult on dog teeth than on human teeth, 
and contamination was, with the tech- 
nic employed, unavoidable. On _ the 
whole, the implanted dog pulps showed 
no untoward reaction that was not com- 
mon to the controls. 

It can be said, from the experience 
gained, that sulfathiazole has limited 
therapeutic value in the treatment of 
pathologic conditions of the pulp. _ Its 
lack of toxicity and irritant properties 
and its possible analgesic and salutary 
effects, in addition to its basic bacterio- 
static properties, would commend its use 
as an adjuvant to pulp-capping proce- 
dures that are already satisfactory; but 
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the drug does not inhibit retrograde 
changes. 

Applying the evidence gained in this 
study to the clinical issues in dispute, 
it may be said that the drug can be used 
in clean, relatively aseptic wounds with 
impunity, and it is certainly prophylac- 
tically indicated in contaminated wounds 
as well as therapeutically in septic 
wounds. The method of administration 
should be chosen with consideration of 
the fact that although dissolved sulfa- 
thiazole is nontoxic, the presence of 
large quantities of the undissolved 
powder, or crystals may have a foreign 
body reaction and delay healing. Quan- 
tities in excess of the amount that the 
tissues can absorb are contraindicated. 
Spraying the drug with an atomizer is, 
on the whole, more satisfactory than 
using the powder in bulk form, and the 
finer the powder or crystals, the more 
readily they will go into solution in the 
tissue fluids. 

Most of the inconclusive elements in 
this study will yield to more exact analy- 
sis and decisive conclusions when re- 
search technics relevant to a study of 
the pulp are perfected. This applies 
especially to the methods for making 
significant bacteriologic observations. 
Using the basic procedures described in 
this report, a study of the tissue reactions 
to penicillin therapy is now being made at 
Northwestern University Dental School, 
the results of which will be reported 
later. 


CONCLUSIONS 


1. The human pulp was found to be 
a clinically practical and histologically 
suitable tissue for a study of the irritant 
and toxic properties of sulfathiazole and 
presumably other therapeutic agents al- 
leged to have merit in the local treat- 
ment of septic and aseptic wounds. 

2. Sulfathiazole was found to be 
neither irritant nor toxic in pulp wounds. 

3. The use of sulfathiazole in pulp 
therapy was found -to be limited to the 
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role of adjuvant to accepted pulp-cap- 
ping technics. 

4. Although there were indications 
that sulfathiazole aided natural defenses 
in the struggle against pathogenic micro- 
organisms in the pulp, it was found that 
the technics of studying pulpal flora are 
too inconclusive to analyze the exact 
mode of bacteriostasis. 

5. Sulfathiazole therapy tended to al- 
leviate, but did not invariably eliminate 
pain in pulp wounds. 

6. No evidence of tissue repair or 
regeneration was observed in this study, 
and the effect of sulfathiazole therapy 
on healing could not be experimentally 
determined. 

7. There were indications that sulfa- 
thiazole therapy had a limited salutary 
effect in pulp wounds. 

8. It was found that sulfathiazole 
therapy did not induce intrapulpal hem- 
orrhages, and, in bleeding pulp wounds, 
it mechanically facilitated clotting. 

g. Sulfathiazole therapy initiated no 
untoward reaction in the dog pulps. 

10. The results of this study indicate 
that if sulfathiazole is administered in 
quantities that will readily dissolve, it 
may be used with impunity in clean 
wounds as well as in contaminated and 
septic wounds. 
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EXPERIMENTAL DEVELOPMENT OF BONE 
THROUGH APICAL FORAMEN 


Vincent M. Jounson,* A.B., D.D.S., Atlanta, Ga. 


FTER an accident involving. the 
A face, the crowns of anterior teeth 
are often found to be fractured. 
In many of these cases, the pulps die and 
treatment becomes: necessary. If the root 
end is completely calcified, treatment 
dressings can be placed with little diffi- 
culty. However, when the root end is 
unformed, such treatment becomes im- 
possible and extraction is usually indi- 
cated. Following is a case involving a 
tooth with an open apex and nonvital 
pulp that was saved by encouraging de- 
position of calcified material in the 
canal. 


REPORT OF CASE 


History—A boy, aged 8 years, seen at 
the Northwestern University Dental School 
clinic, January 9, 1944, with a complaint of 


*Instructor in pedodontia, Atlanta-Southern 
Dental College, Dental School, Emory Uni- 
versity. 

Read before the Illinois Association of 
Dental Research, May 4, 1944. 
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pain in the upper central incisors, had 

fallen in play three days earlier, fracturing 

both upper central incisors. 
Examination.—The pulp of the left central 


Fig. 1.—Divergent canal at apical region 
with diagnostic wire in place for determina- 
tion of length. 


incisor was exposed. When the teeth were 
tested for vitality, the left one gave a nega- 
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tive response. The right was still vital. On 
roentgenographic examination, the root end 
of the left central incisor was found to be 
undeveloped with a flaring canal, and it was 
thought inadvisable to fill the root canal 
with gutta-percha. 


Fig. 2.—Canal with chemical salts placed 
in apical region and apical one-third, re- 
mainder of canal being filled with gutta- 
percha. 


Fig. 3.—Resorption of salts after about two 
weeks, 


Operation and Treatment.—aAfter sterili- 
zation of the field, the canal was opened. 
The pulp, which was partly liquefied, was 
removed with a broach. The canal was then 
flooded with peroxide and dried with paper 
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after five months. 


sure, were forced into the space around the 
apex of the tooth. The canal was filled with 


Studies in Bone Healing. J. Oral Surg., 1: 
191, July 1943. 


points. A dry beechwood creosote dressing t 
was placed in the canal. On the following ‘ 
day, the canal was found to be dry and 
apparently clean. 

Chemical salts’ in the proportion found 
in bone, incorporated in a gelatin base, were 
placed in the canal and, under slight pres- 


Fig. 4.—Building in of .calcified material 
after one month. 


Fig. 5.—Complete calcification of canal 
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the paste to one-third of its length. (Fig. 
2.) 

Gutta-percha cones of approximately the 
same diameter as that of the canal were 
then placed in the canal until they were 
felt to engage the bone salts. The remainder 
of the canal was filled with gutta-percha 
and temporary crowns were placed on both 
central incisors. No suppuration, tenderness 
or pain followed the treatment. 

Course.-—Roentgenograms were taken 
weekly, and it was noted that, in about two 
weeks, the area around the apex and in the 
lower third of the canal had begun to grow 
less dense, the condition suggesting that the 
bone salts were being absorbed. (Fig. 3.) It 
was thought that a bony matrix was being 
laid down, as roentgenograms taken one 


month after treatment showed increasing 
density. (Fig. 4.) 

As it was now believed that the treatment 
would be successful, acrylic crowns were 
placed on both central incisors. 

Outcome.—The tooth has now been 
treated for a period of five months, during 
which time there has been no discomfort 
or pain. The roentgenograms do not sug- 
gest any pathologic condition in the canal 
or in the tissue surrounding the apex of the 
left central incisor. (Fig. 5.) Whether this 
calcified material is bone or some other 
deposit cannot be determined accurately 
until such a tooth is removed and sectioned, 
but it can be assumed that the dense ma- 
terial in this area is compatible with sur- 
rounding tissue, and may be bone. 


EFFECT OF REDUCED ATMOSPHERIC PRESSURE 
UPON RETENTION OF DENTURES* 


Francis C. Snyper,t D.D.S.; Horton D. D.D.S. D.D.Sc.; Wytes B. 
Buncu,** A.B., D.D.S., M.S.D., and James H. Beaton, ¢¢ M.D., Jacksonville, Fla. 


T HAS long been held that the fac- 
tors in retention of full dentures are 
(1) certain physical forces; (2) cor- 

rect denture outline and contours; (3) 
correct occlusion and articulation of the 
artificial teeth, and (4) muscular action. 
We are concerned with but the first of 
these. 

The purely physical forces related to 
denture retention are adhesion, at- 
mospheric pressure and gravity. Most 
authorities believe that adhesion and at- 
mospheric pressure are retention factors 
in both upper and lower dentures, while 
gravity also assists in the retention of 


*From the Bureau of Medicine Research 
Division Project No. X-355 (AV-198-h). 
tCommander (DC)V(S)USNR. 
tLieutenant (DC) V(S)USNR. 
**Lieutenant(jg) (DC) V(S) USNR. 
TtLieutenant (MC)V(S) USNR. 
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lower dentures.’ On the other hand, 
some contend that atmospheric pressure 
plays little or no part in the retention 
of dentures.* * 

It seems to be chiefly from the ad- 
herents of the mucostatic theory that 
doubt arises as to the relationship be- 
tween atmospheric pressure and reten- 
tion. 

Strangely enough, with such a contro- 
versial subject, no available experimental 
data seem to be recorded in the litera- 
ture, and most of the modern textbooks 


1. Anthony, L. P.: American Textbook of 
Prosthetic Dentistry. Ed. 7. Philadelphia: 
Lea & Febiger, 1942, p. 265. 

2. Prothero, J. H.: Prosthetic Dentistry. 
Chicago: Medico-Dental Publishing Co., 
1928, p. 440. 

3. Addison, P. I.: Muscostatic Impres- 
sions. J.A.D.A., 31:942, July 1, 1944. 

4. Page, H. L.: Mucostatics. Ticonium 
Contacts. August-October 1943, p. 7. 
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1.—ReELatioy BETWEEN ALTITUDE AND 


ATMOSPHERIC PRESSURE 
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2.—DeEnture RETENTION TEstTs 
Usinc PrepareD MaxiL_ary BASEPLATES* 


Altitude, Feet 


Atmospheric Pressure 


0 14.70 

5,000 12.23 
10,000 10.11 
15,000 8.29 
20,000 6.75 
25,000 5.54 
30,000 


*Pounds per square inch. 


on prosthetic dentistry do not contain 
any discussion of atmospheric pressure 
as it pertains to the “suction” of full 
dentures. 

These theories were tested by making 
use of a standard low-pressure cham- 
ber, such as is used in, training flying 
personnel for high altitude flights. 

A number of persons who wore den- 
tures were studied to determine whether 
reduced atmospheric pressure would af- 
fect denture retention. Originally, no 
satisfactory means could be devised 
whereby one’s own dentures could be 
used successfully for the tests. There- 
fore, special denture bases were con- 
structed for each of the seven persons 
studied, as follows: 

1. Maxillary impressions were taken 
using modeling compound and a soft 
impression wax. Slight relief was given 
by scraping over the center of the palate, 
but no additional relief or so-called 
“suction” chamber was incorporated in 
the finished bases. 

2. Acrylic baseplates were then con- 
structed, four ordinary small screw eyes 
being cured in each, as shown in Fig- 
ure I. 

3. One was placed in the central in- 
cisor region; another, in the approxi- 
mate center of the palate, and one in 
each of the second bicuspid regions. 

4. A small spring hand ‘scale was se- 
cured. The end was designed to fit into 
the screw eyes of the baseplates as shown 
in Figure 1. A direct pull could thus 


Case Sea Level 30,000 Feet 
Pull applied to anterior region 
1 96+T 96++ 
2 80 
3 96+Tt 96 
80 
5 96+T 96 
6 96+Tt 70 
7 96+-T 78 
Pull applied to palate 
1 22 14 
2 92 56 
3 62 
4 30 16 
5 26 16 
6 22 10 
7 90 52 
Pull applied to left bicuspid’ region 
1 43 22 
2 88 32 
3 60 15 
+ 64 34 
8 3 
6 40 20 
7 96+T 58 
Pull applied to right bicuspid region 
1 45 
2 75 30 
56 16 
4 68 
5 20 }8 
6 49 26 
7 96 50 


*Dislodging force shown in ounces. 

tCase failed to dislodge when full force of scale 
(96 ounces) was applied. Each figure represents 
the average of six tests. 


be exerted on each of the four screw 
eyes to dislodge the denture. The testing 
scale had a limit of slightly over 6 
pounds pull. 

A heavier scale was decided against 
because of the possibility of injuring 
the patient’s mouth should the denture 
loosen suddenly when a greater pull 
was applied. 

Then, one at a time, the “dentures” 
were inserted and tested as follows: 
The operator seated the denture base 
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TaBLe 3.—DENTuRE RETENTION TESTS 
Usinc Patients’ Own DENTURES 


Force (in Ounces) Required to Dislodge Dentures 


Case Sea Level 30,000 Feet 
1 96+* 96+* 
2 96+* 80 
3 80 32 
4 88 41 
5 41 18 


*Denture did not dislodge when full limit of 
scale, i.e. 96+ ounces, was applied. Each figure 
is the average of six tests. 


firmly by digital pressure in the palate. 
The spring scale was inserted in the 
central incisor screw eye. A pull was 
then exerted as nearly as possible at right 
angles to the “plane” of the denture. 
At the instant that the denture loosened, 
the applied force was noted. 

The base was then reinserted, as be- 
fore, and the same test applied. This 
was repeated six times. This procedure 
was followed on each of the three re- 
maining screw eyes. Thus, twenty-four 
tests were performed in each case. 

The same tests were repeated in the 
case of each of the remaining patients. 

The determinations were made first 
at sea level, where the atmospheric 
pressure is 14.7 pounds per square inch. 
The investigators and patients then en- 
tered the low pressure chamber. Here, 
the atmospheric pressure can be reduced 
at will to correspond to the pressures 
found at different altitudes. An “ascent” 
was made to 30,000 feet at the rate 
of 3,000 feet per minute. At this point, 
atmospheric pressure is reduced to 4.36 
pounds per square inch as compared with 
a pressure of 14.7 pounds per square 
inch at sea level. Table 1 is a com- 
parative table of altitudes and air 
pressure. 

At high altitudes, the oxygen content 
of the atmosphere is also reduced in 
proportion to the reduction in pressure. 
Under such conditions, one is unable 
to remain conscious for more than from 
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forty-five to sixty seconds unless appro- 
priate measures are taken. Therefore, all 
participants used a dilutor demand reg- 
ulator and-an A-14 oxygen mask during 
the run. 

Retention tests were then made as at 
sea level in the following manner: A 
patient would remove his oxygen mask 
for a period of from fifteen to twenty 
seconds while one test was made. He 
would then replace his mask for a few 
moments, after which he would remove 
it while another test was performed. 

This process was repeated until 
twenty-four readings had been made 
upon each individual as at sea level. 

It was believed that, by making six 
readings at each test point, the possi- 
bility of experimental error would be 
reduced. The comparative results of 
each test were very consistent. The re- 
sults are given in Table 2. 

Shortly after this series of tests were 
made, a means was devised whereby 
the individual’s own dentures could be 
used for making retention tests. The 
method was somewhat similar to that 
described by Sogannes in his studies on 
dental problems in aviation dentistry. 

In brief, low fusing metal saddles were 
cast to fit over the posterior teeth. These 
saddles were filled with impression com- 
pound and forced over the posterior 
teeth. A wire was run between the sad- 
dles, and a loop twisted into it, so that 
the spring scale could be inserted. (Fig. 
2.) 

The maxillary dentures of six persons 
were adjusted in the above-described 
manner, and another series of retention 
tests were made. These also were made 
at sea level and 30,000 feet in the man- 
ner previously described. 

The results of this series of tests are 
shown in Table 3. No tests were made 
on lower dentures because difficulty was 
encountered in finding lower dentures 
that fitted tightly enough to allow satis- 
factorily accurate retention tests to be 
made. It seems logical to assume that 
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Fig. 1.—Individual acrylic bases with screw eyes to allow for insertion of testing scale. 


the findings of these tests would apply much less force was required to dislodge 
also to lower dentures. the dentures at 30,000 feet than at sea 
level. 
In a few instances, indicated by the 
It will be noted on consulting Tables dagger, the dentures failed to dislodge 
2 and 3 that, in practically all instances, at all when the full force of the scale, 


RESULTS 
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Fig. 2.—Low-fusing metal saddles making possible testing of actual dentures for retention. 


i.e., 64 pounds, was applied. In those 
cases, it is of course impossible to draw 
any definite conclusions. With the re- 
maining cases, a reduction of 70 per cent 
in atmospheric pressure was followed by 
an average loss of retention of approxi- 
mately 50 per cent by both the special 
baseplates and the actual dentures. 


CONCLUSIONS 


From the foregoing findings, some 
definite conclusions can be drawn and 


suggestions advanced that may serve to 
aid in establishing the maximum degree 
of denture retention. . 

1. Atmospheric pressure appears to be 
a definite factor in the retention of max- 
illary dentures. 

2. It seems logical to assume that 
atmospheric pressure also plays a propor- 
tional part in the retention of lower den- 
tures. 

3. In order to take the greatest pos- 
sible advantage of that part of retention 


45° 


produced by atmospheric pressure, it is 
suggested that, in taking impressions 
for dentures, the periphery and the 
postdam areas be-fully muscle-trimmed 
and adapted as closely as possible. Max- 
imum available tissue area should be 
covered by the impression. Care should 
be take not to obtain too tight a periph- 
eral seal and produce a pressure atrophy 
with resultant tissue shrinkage, and con- 
Sequent air leak and loosening of the 
denture. 

4. The remaining tissue surface of the 
impression should be adapted with as 
great a degree of accuracy, and as little 
tissue displacement and distortion, as 
possible. Thus, maximum retention pro- 
duced by adhesion resulting from sali- 
vary surface tension is also obtained. 


SUMMARY 


Under reduced atmospheric pressure, 
certain bodily physiologic changes occur, 
such as a decrease in salivation, and a 
decrease in muscular control. 

It is possible that the decrease in 
salivation may account in a measure for 
the reduced retention of dentures in 
these tests. Reduced salivation means 
less saliva between the tissue and the 
denture, and hence less adhesion. 

It is believed that this is a negligible 
factor, probably having little or no part 
in the retention loss. It was noted that 
when the dentures were removed under 
reduced atmospheric pressure, their tis- 
sue surfaces were just as wet or moist 
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as they were at sea level. 


Therefore, 
adhesion as produced by salivary sur- 
face tension was undoubtedly still func- 
tioning to a major degree. 

Adhesion must play a large part in 
the retention picture, for the loss was 
not directly proportional to the decrease 


in atmospheric pressure. (It will be re- 
called that a 70 per cent decrease in 
pressure produced a 50 per cent loss in 
retention. ) 

Again, it is impossible to come any- 
where near a perfect vacuum under a 
denture. In the cases tested, the average 
surface covered was slightly over 5 
square inches. Since atmospheric pres- 
sure at sea level is 14.7 pounds per 
square inch, theoretically a perfect vac- 
uum on the dentures tested would re- 
quire 5X14.7, or 73.5, pounds pressure 
for dislodgment. 

Of course, nothing like this degree of 


_perfection can be approached and main- 


tained in the mouth. This is illustrated 
by the fact that the greatest degree of 
retention noted was but slightly over 6 
pounds, or only about 8 per cent of the 
theoretical amount possible. 

These figures completely neglect the 
amount of retention due to adhesion. 
If this is considered also, the degree 
of efficiency or atmospheric pressure re- 
tention drops still lower. 

An interesting field is opened in these 
preliminary investigations, and one that 
merits further study. 

U. S. Naval Air Station. 
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AN EVALUATION OF THE TRAINING OF 
DENTAL HYGIENISTS 


Frances A. Stoiy,* R.D.H., B.S., New York, N. Y. 


HERE has been much discussion 
2 Mewes the dental profession and 

educational groups concerning the 
training of the dental hygienist. The 
phrase “insufficiently trained” has been 
bandied about in dental literature, essays, 
discussions and meetings without suf- 
ficient evidence to support the statement. 
“Insufficiently trained” has been quoted 
and misquoted so that statements traced 
to their origin -have proved to be the 
expression of personal opinion. These 
opinions indicate a lack of knowledge 
of the courses for dental hygienists and 
their curriculums. They lack the basis 
of fact. 

In order to establish a better under- 
standing of the past and present state 
of education of the dental hygienist, this 
study was made in comparison with 
nursing education. For the purpose of 
conserving space, all comparisons with 
nursing education have been eliminated 
and the findings of the study that are 
concerned with the education of dental 
hygienists only are stated briefly. 

The dental hygienist is registered and 
licensed in thirty-three states, the Dis- 
trict of Columbia, Territory of Hawaii 
and Puerto Rico, yet she is accorded no 
national recognition or status in den- 
tistry. 

In all the states and territories licens- 
ing the dental hygienist, there is a 
definite statement of subject matter upon 
which written examinations are based. 
All states require a practical demonstra- 


*Director of Courses for Dental Hygienists, 
School of Dental and Oral Surgery, Columbia 
University; vice president and chairman of 
Committee on Education, American Dental 
Hygienists’ Association. 
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tion of prophylactic technic. A com- 
pilation made in 1944 of the state laws 
governing the practice of the dental hy- 
gienist shows that there is a close simi- 
larity in subject matter required on state 
board examinations. Variations in the 
length of the courses required by law 
governing the dental hygienist are as 
follows: 

Twenty-nine states require a course of 
not less than one academic year. Four 
states require a course of not less than 
two academic years. The Territory of 
Hawaii requires a course of not less than 
four academic years. Two states require 
eight months internship after gradua- 
tion from a orie-year accredited school. 
These figures are important for they. indi- 
cate the basic requirements for schools 
offering courses for dental hygienists. 

The sixteen schools offering courses in 
dental hygiene far exceed the minimum 
requirements as stated by law in subject 
matter. Eight schools have lengthened 
their courses to two academic years, even 
though a course of two academic years 
is required in only four states. Several 
other schools were prepared to lengthen 
the course from one to two years when 
war was declared and have refrained 
from increasing the content of their cur- 
riculums because of the urgent need for 
trained hygienists to practice in the 
armed forces. The fact that schools 
are voluntarily increasing their courses 
is an indication that they are interested 
in preparing dental hygienists who are 
qualified to meet the demands of the 
growing profession of dentistry, beyond 
the requirements indicated in the prac- 
tice acts. 
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The first school for dental hygienists 
was established by Dr. A. C. Fones, in 
1913, in his office in Bridgeport, Conn. 
In 1916, three schools were established: 
Columbia University, Eastman Dental 
Dispensary and Forsyth Dental Dispen- 
sary. At the present time, there are six- 
teen schools offering this course in the 
United States. Only two schools are not 
directly connected with institutions of 
higher education. Thirteen schools offer- 
ing courses in dental hygiene are under 
the direct supervision of dental schools in 
colleges and universities. One school is 
under the supervision of a state college. 
This school, which offers a two-year 
course, is located in a state in which 
there is no dental school. It is evident, 
from these facts, that the training of 
the dental hygienist from her very incep- 
tion as an auxiliary worker in the field 
of dentistry, has been carefully super- 
vised and regulated by the dental pro- 
fession. 

The courses for dental hygienists pre- 
sent a clear-cut course of training. based 
on an educational program. No’ school 
is maintained for its service value to an 
institution. Courses for dental hygienists 
in all instances charge tuition equal to 
that of liberal arts colleges and, in some 
instances, tuition fees are on the pro- 
fessional school level. The cost of the 
courses guarantees the student education 
equal to that outlined in the school cata- 
logs and precludes any attempt to estab- 
lish a course for dental hygienists to pro- 
vide service in dental clinics. Tuition for 
courses in dental hygiene is as follows: 
two-year courses, $220, in land-grant 
colleges, to $646 in privately controlled 
universities; one-year courses, $310 to 
$492. One Negro university offers the 
course for $217. In all schools, students 
are required to pay for room, board, 
laundry and equipment. 

From these statements, we may con- 
clude that dental hygiene education is 
scaled to the group of students who can 
afford to enter the liberal arts colleges. 
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The cost of dental hygiene training pre- 
cludes entrance of students from fam- 
ilies of low income groups. This may 
be interpreted to indicate that the stu- 
dents of dental hygiene come from 
families of good financial status.and con- 
sequently should have a good home en- 
vironment and background. 

The original schools of dental hygiene 
established in 1916 operated for two 
years with an entrance requirement of 
one year of high school training. In 
May 1919, this requirement was raised 
to four years of academic high school 
training. All schools at the present time 


TaBLe 1.—Distrisution oF EpucaTIONAL TIME 


Schools offering Labora- 
two-year course Theory tory Clinical 
Total hours 518 453 711 

Percentage of total 
training time 38.8 21 48.2 


Schools offering 
one-year course 
Total hours 
Percentage of total 
training time 


366 197 506 


18.6 47 


require graduation from an accredited 
four-year academic course. In most of 
the catalogs, specific subject matter is 
stated for admission. 

A survey of failures in the courses for 
dental hygienists at Columbia University 
indicates that, since its organization in 
1917, there has been a student loss of 
7.2 per cent. Informal inquiries show 
that about the same rate prevails in 
other schools, tending to be slightly 
higher among the schools with the largest 
classes. This is a very low rate of stu- 
dent loss as compared with that of lib- 
eral art colleges and schools of nursing. 
It is evident that careful selection of stu- 
dents is the rule in every school training 
dental hygienists; that there is a proba- 
bility of graduation if a candidate is 
selected to take this course, and that the 
investment involved in this type of edu- 
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cation is sound, as about go per cent of 
the registrants complete the course. 

Table 1 indicates the distribution of 
educational time as compiled from the 
catalogs of courses for dental hygienists. 
The percentages are the average of all 
the schools. 

Dental hygiene students spend about 
one-half of their training time in educa- 
tion and about one-half in clinical prac- 
tice. As the length of the courses in- 
creases, the educational hours increase to 
a greater extent than the clinical hours. 
In dental hygiene courses of two years, 
there is an increase of 205 hours in 
clinical practice over the one-year course. 
There is an increase of 154 hours of 
theory and 256 hours of laboratory over 
the one-year course. This appears to be a 
desirable balance of the educational 
program. 

The following list of subjects are those 
covered in all schools for dental hygien- 
ists. The average number of hours in 
each course is indicated. All schools 
supplement this basic list with addi- 
tional subjects, which differ among the 
several schools. These additional sub- 
jects are included in the total hours of 
lectures, laboratory work and clinical 
practice in this table. 


One-Year Courses 


Anatomy and physiology .......... 60.66 
20.80 
Dental anatomy laboratory......... 62.33 
Dental histology .................. 15.16 
Manikin training ................. 83.00 
Clinical prophylaxis ............... 363.60 
Community dentistry ............. 17.00 
16.16 
Child psychology ................ 11.75 
Laboratory technics ............... 36.60 
Dental surgery, assisting............ 16.50 
Dental health education............ 22.00 


STOLL—TRAINING OF DENTAL HYGIENISTS 


Total lecture hours in one academic 

Total laboratory hours in one aca- 

Total clinic hours in one academic 

Two-Year Courses 

Anatomy and physiology ........... 100.37 
Dental anatomy « 27.87 
Dental anatomy laboratory ........ 107.75 
Manhikin trading 84.60 
Clinical prophylaxis ............... 457-60 
Community dentistry .............. 14.75 
Laboratory 46.62 
Dental surgery, assisting............ 16.50 
Dental health education........... 57-20 
Total lecture hours in two academic 

Total laboratory hours in two aca- 

Total clinic hours in two academic 


We can conclude from this evidence 
that courses for dental hygienists have a 
desirable balance in curriculum among 
theory, laboratory and clinical practice. 
If any interpretation of these tables is 
necessary, it may be said that an im- 
portant outcome of this investigation 
shows that the courses for dental hy- 
gienists are specifically indicated in 
school catalogs as to subject matter and 
class-hour specifieations. There is a close 
correlation among the schools in essen- 
tial subjects taught. Schools for dental 
hygienists show a steady progress toward 
unified standards of curriculums. The 
ratio of theory to practice in schools of 
dental hygiene varied from four hours 
of theory to one hour of practice, to one 
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hour of theory for each hour of prac- 
tice in the two-year courses. In the 
schools offering one-year courses, the 
variation was even less, showing from 
one hour of theory to each hour of 
practice, to one hour of theory to one 
and two-tenths hours of practice. 

In all instances, the faculties of the 
courses for dental hygienists are about 
75 per cent doctors. These instructors 
were found to be members of the dental 
school or university staff. In the major- 
ity of schools, heads of the departments 
in which the subject matter falls teach 
the course. Instructors without degrees 
are confined to clinical service and com- 
mercial subjects. In only one instance 
was it noted that an instructor taught 
more than two subjects. This evaluation 
of the instructing staff is considered sig- 
nificant of the type of education offered 
in the courses for dental hygienists. “The 
National Survey of Education of Teach- 
ers,” Volume 11: “Teacher Personnel 
of the’ United States,” Bulletin No. 10, 
1933, showed that university staffs in 
general ran as high as 69 per cent with 
doctorates, while less than 1 per cent 
have as little education as the clinical 
instructors in the dental hygiene schools. 
If there is any criticism to be made con- 
cerning these instructors, it is that dental 
hygienists who are holding clinical in- 
structorships should be encouraged and 
given the time to continue their educa- 
tion in order to earn degrees in educa- 
tion. 

Dental hygiene as a vocation for 
women, now in its twenty-seventh year 
of existence, numbers about 7,000 prac- 
ticing members. Since its inception, there 
haye been increasing demands for more 
women than are being trained each year. 
There has never been a surplus of 
trainees or a problem of unemployment. 

In 1927, the American Dental Hy- 
gienists’ Association was formed. At the 
present time, it is composed of twenty- 
six component societies organized by 
states. Its membership comprises about 
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one-third of the practicing hygienists in 
the country. It maintains a full staff 
of elective officers and an executive sec- 
retary in Washington, D. C. This or- 
ganization has formulated the dental hy- 
gienists’ code of ethics and publishes the 
Journal of the American Dental Hygien- 
ists’ Association four times a year. The 
editors of the journal are accepted for 
membership in the American Association 
of Dental Editors. It has been respon- 
sible for encouraging education for den- 
tal hygienists and has been instrumental 
in advocating that all schools be raised 
to not less than a two-year course of 
study. The American Dental Hygien- 
ists’ Association meets for business and 
scientific sessions annually at the same 
time and place that the American Den- 
tal Association meets in annual session. 

The fields of service offered to the 
dental hygienist have increased far be- 
yond the ability of the established schools 
to fill the demand. The Columbia Uni- 
versity placement service filled only 16 
per cent of the positions offered in the 
past year. Heretofore, 36 per cent of 
the calls were filled annually. 


CONCLUSIONS 


1. Schools for the training of dental 
hygienists qualify as institutions of higher 
education. The majority of schools 
qualify on the university level in cur- 
riculum content, teaching staffs and 
equipment. 

2. Additional courses in education, 
public health and allied subjects should 
be added to the curriculum for students 
who intend to enter the field of teaching 
and public health. 

3. One-year courses include too many 
hours of study for one academic year 
and should be increased to two aca- 
demic years with augmented curriculums 
after the present emergency. 

4. There is greater unification of state 
laws regulating the training of dental 
hygienists than exists in other fields of 
health service. 


5. On a nation-wide survey, there is 
a greater agreement in curriculums for 
dental hygienists than exists in the train- 
ing schools of other health workers. 

6. Further studies should be made of 
state laws with the idea of recommend- 
ing that the laws be revised to agree with 
the entrance requirements of schools 
training dental hygienists. 

7. Dental hygiene as a career for 
women offers unusual opportunities to 
those who can qualify for entrance to 
liberal arts colleges. Fields of service in- 
clude teaching, public health, institu- 
tional and industrial service, civil 
service and private office practice. In 
all positions, the dental hygienist works 
under the supervision of a_ licensed 
dentist. 
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8. Full recognition of the work of the 
registered dental hygienist as part of 
the profession of dentistry is necessary 
if the training program is to provide 
adequately educated personnel. 

g. Each school attached to an institu- 
tion of higher education should revise 
its curriculum to meet the educational 
standards of the institution of which it is 
a part so that the courses for dental hy- 
gienists shall receive full point credit 
toward the bachelor of science degree. 

10. The American Dental Hygienists’ 
Association is the official organization 
representing the registered dental hygien- 
ists and, as such, this organization should 
be accorded the courtesy of a voice in 
planning the future educational program 
for training dental hygienists. 


CEMENTOMECHANICAL ANCHORAGE OF GOLD 
INLAYS FOR THE MAINTENANCE OF 
BRIDGEWORK 


A. H. Tamarin, D.D.S., Chicago, IIl. 


O anchor a gold inlay mechanic- 
ally, and, in addition, effect its 
retention by the force of adhesion 
through the process of cementation, was 
long a painful problem to the dental 
profession. The force of adhesion, which 
holds the inlay in position, does not fur- 
nish enough retentive power to the in- 
lay to prevent its dislodgment when 
serving as an abutment in bridgework. 
Especially is that true when the patient 
is a habitual gum or caramel chewer. 
The inlay can be recommended as an 
abutment in bridgework for esthetic rea- 
sons, but, from the practical side, it is 
far from a success. Many attempts have 
been made to remedy this discrepancy, 
but with little success. During the early 
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history of the gold inlay, pins, posts and 
grooves were employed to provide more 
adequate anchorage for the inlay. The 
posts were used singly or doubly with 
minor success. The pins or posts only 
added surface area to the inlay, and 
thus increased proportionately its adhe- 
siveness. The smooth walls of the posts, 
adhered to’ the smooth walls of their 
opposing cavity walls. The cement, in 
this case, formed a thin medium which 
served to cement these opposite walls 
together. Hence, they were held to- 
gether through the same adhesive force 
and not through the addition of any 
mechanical anchorage. 

The adhesiveness added to the inlay 
abutments was not reliable. In order to 
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prevent the bridge from dislodgment, 
a mechanical anchorage that would give 
greater retention to the inlay abutment 
than the adhesive force could provide 
had to be devised. To meet this de- 
mand, many devices have been sug- 
gested. The latest of these were pins 


Fig. 1.—Metallic post employed in securing 
cementomechanical anchorage. 
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Fig. 2.—Metallic post dnd component parts. 


placed at right angles to the path of exit 
of the inlay. These pins are inserted in 
the buccal or lingual margins of the cav- 
ity on the proximal surface, half in the 
gold retainer and half in the tooth struc- 


ture. This kind of device gives ideal 
anchorage, but it is limited in scope to 
the mesial surfaces only. It is upon the 
mesial surface that the operator has the 
freest access to the field of operation, but 
it is impossible to carry out successfully 


Fig. 3.—Special drill for obtaining post 


cavity. 


Fig. 4.—Special bur for flattening base of 
post cavity. 


such operations upon the distal surfaces 
of posterior teeth. 


1. Puiturs, D. W.: Clinical Aspects of 
Mechanical Bridge Fixation. J.A.D.A., 28: 
732, May 1, 1944. 
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The kind of device that I am here 
introducing is inserted on the occlusal 
surfaces of inlays without regard to the 
location or complications of the cavity 
involved. It is, therefore, as easy to in- 
sert it upon a distoclusal as it is upon a 
mesioclusal inlay. This device is em- 
bedded in the inlay at the time of cast- 
ing. It is then cemented to place to- 
gether with the inlay, after which it 
becomes invisible. This device is in the 
form of a post which, when cemented to 
place, together with the inlay, auto- 
matically assures a cementomechanical 
anchorage. The bulk of cement trapped 
by this device forms a mass of sufficient 


Fig. 5.—Special bur for enlarging lower 
half of post cavity. 


strength, lying at a right angle to the 
path of exit of the post. This mass of 
cement forms like a locked fist around 
the head of one of the pins of the post, 
holding it firmly in place. The number 
of such posts for each inlay can be de- 
termined by the operator himself, to suit 
each individual case. 


TECHNIC 


The following are necessary to the 
technic employed : 

1. A special post (Fig. 1), coming in 
various sizes as to thickness and only 3 


mm. in length. The principle of these 
posts is the same. They are divided into 
three equal parts. The central portion 
resembles a solid cylinder and is one third 
of the length (Fig. 2, A), 1 mm. The 
other two-thirds of the post resemble two 
pins with points entering the cylinder 
(Fig. 2, B), while their heads are situ- 
ated on each end of the post (Fig. 2, C). 
The diameter of the heads of these pins 
(Fig. 2, C) is the same as the diameter 
of the cylinder (Fig. 2, A). Upon the 
external surface of the cylinder and run- 
ning longitudinally is a groove (Fig. 


HA 


Fig. 6.— Cross-section of tooth showing 
metallic post in proper position forming 
cementomechanical anchorage. 


Fig. 7.—Gold inlay and posts in relation to 
cavity preparation. 


2, D). The same kind of groove is also 
found upon each pinhead (Fig. 2, E). 
The purpose of these grooves will be 
discussed later. 

2. A drill, the diameter of which 
should be the same as that of the cylin- 
der, and the length, two-thirds that of 
the post employed (Fig. 3). At the op- 
posite end of the drill should be a pro- 
tective shoulder, which should prevent 
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the drill from penetrating the tooth 
structure any farther than _ two- 
thirds of the length of the desired post 
(Fig. 3, A). 

3. A smooth cylindrical bur, two- 
thirds the size of the post employed, and 
with a cross-cut flat base for the purpose 
of leveling the floor of thé cavity pro- 
duced by the drill (Fig. 4). On the 
opposite side of the cylindrical bur is a 
protective shoulder to prevent the bur 
from penetrating any deeper into the 
tooth structure (Fig. 4, A). The leveling 
of this floor will cause the flat surface 
of the pinhead to rest evenly upon it 
(Fig. 6, E). 

4. A bur one-third the size of the post 
employed, and with an equal diameter, 
but with a smooth base and.a cross-cut 
cylindrical wall (Fig. 5). This bur, 
owing to its smooth base, does not need 
a protective shoulder (Fig. 5, A). Instead, 
it has a long, thin neck (Fig. 5, B), which 
permits the cross-cut wall surface of this 
cylindrical bur to enlarge the diameter of 
the lower half of the post cavity, which 
equals one-third of the height of the post 
(Fig. 6, D). This enlargement causes the 
lower third of the post to be situated in a 
chamber much wider than the diameter 
of the pinhead (Fig. 6, E), which is the 
same as the diameter of the post cylin- 
der (Fig. 6, F). The roof of this cham- 
ber is formed partly by the overhanging 
tooth structure or dentin (Fig. 6, G), and 
partly by the floor of the cylinder (Fig. 
6, H). The grooves in the cylinder and 
in the pinheads (Fig. 2, D and E) are for 
the purpose of permitting the excess 
cement to escape from the chamber area 
(Fig. 6, A). 

During cementation of an inlay, there 
is always a space for the excess of cement 
to escape, until the two opposing surfaces, 
that of the inlay and that of the cavity 
walls, make contact. As regards this 
post, it is different, for the edges of the 
two bases, that of the cylinder and the 
pin (Fig. 6, E and B), meet the upper 
edge of the post cavity (Fig. 6, C), and 


thus the surplus cement trapped in the 
chamber area (Fig. 6, A) and post cavity 
(Fig. 6, F) is prevented from escaping. 
These grooves, however, are for the pur- 
pose of furnishing an outlet for the sur- 
plus cement. When filled in with cement 
the chamber forms a solid block, which 
locks the upper portion of the tooth 
structure (Fig. 6,G) with the pinhead of 
the lower portion of the post (Fig. 6, E). 
The thickness of the cement block in the 
area between the pinhead and the cylin- 
der is one-third that of the post, minus 
the thickness of the pinhead. This ce- 
ment block forms the mechanical an- 
chorage. It is the cement volume and 
not its adhesive property that anchors 
the pinhead and keeps it in position (Fig. 
6, A). If we employ a good cement, the 
stability of this anchorage ‘is unquestion- 
able. 


UNION OF THE POST WITH THE GOLD 
INLAY 


After preparation of the mesioclusal 
or distoclusal cavities, in an area on the 
floor of the cavities remote from the 
pulp area, the drill (Fig. 3) is allowed 
to sink into the floor of the cavity as far 
as it can go, and then the floor of this 
newly formed cavity is leveled with the 
special bur (Fig. 4). When this is ac- 
complished, the proper post is inserted 
(Fig. 1), with each end in the cavity. 
Thus, one pin and the pinhead of the 
opposite side of the post project into 
the cavity of the inlay (Fig. 6, I and J). 
The floor of the cavity forms a straight 
surface with the upper surface of the 
post cylinder (Fig. 6, K). Now, the wax 
pattern of the gold inlay can be pro- 
duced, either by the direct or by the in- 
direct method. 


DIRECT METHOD 


The wax is pressed into the tooth cav- 
ity, engulfing the projecting head of the 
post (Fig. 6, J). This enables the wax 
pattern to withdraw the post with it 
when it is removed from the cavity. 


vax 
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With the direct method, care should be 
taken not to clog the grooves of the 
cylinder (Fig. 2, D). 


INDIRECT METHOD 


The rod, with each end in the cavity 
of the tooth specially prepared for it, is 
put in place. This will leave one pin and 
pinhead of the rod to project into the 
cavity of the inlay. A copper band, with 
the same circumference as that of the 
crown of the tooth involved is filled with 
impression material and an impression 
of the case is taken. A case of invest- 
ment compound is now run. -Wax is 
placed in the cavity of the investment 
compound, trimmed and adjusted and, 


together with the investment-compound 
cast, reinvested and cast. As soon as the 
gold inlay is obtained with the metallic 
post or posts in proper position (Fig. 7), 
the inlay is placed in the tooth cavity for 
adjustment. The inlay is then removed 
from thé cavity and, with the special bur 
(Fig. 5), the inner half of the cavity is 
enlarged, forming a wider chamber (Fig. 
6, A). It is in this chamber that the 
cementomechanical anchorage of the 
gold inlay takes place. The gold inlay 
is now ready for cementation, or to be 
used as an abutment in bridgework. Sim- 
ilar methods of procedure can be applied 
to the acrylic inlay. 


3460 Lawrence Avenue. 


TUBERCULOUS SCROFULODERMA 


RatpH Howarp Bropsky,* D.M.D., New York, N. Y. 


N spite of the advances in oral diag- 
I nosis and therapy of recent decades, 

we are still confronted with many 
conditions that may present perplexing 
problems. Tuberculous scrofuloderma, al- 
though not very frequently observed, 
smay readily be included in this group. 
In this paper, discussion will be limited 
to involvements emanating from oral 
foci. 

Scrofuloderma of tuberculous origin 
may start as a granulating ulcer sur- 
rounding the orifice of a sinus leading 
down to a tuberculous gland or a focus 
of bone tuberculosis. The tubercle bacil- 
lus may be recovered from the lesion, 
but, most often, one finds a mixed in- 
fection, which may spread subcutan- 
eously, sometimes involving an extensive 
portion of the face or neck. It is an 
extremely resistant lesion and may per- 


*Director, Division of Oral Surgery, Sea 
View Hospital. 
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sist long after the original exciting focus 
has disappeared. Before the cutaneous | 
tissue breaks down, the lesion usually 
has a purplish hue. On healing, it often 
leaves heavy cicatricial formations. 

I have found one method successful 
in the treatment of this lesion. The ex- 
citing focus, if it be an impacted tooth 
or a periapical or residual infection area, 
certainly must be removed. The cutan- 
eous lesion is then subjected to grenz 
ray treatment. The grenz ray is a bor- 
derline ray, in the category of a soft 
x-ray. It is found in the spectrum about 
half-way between the x-ray and the 
ultraviolet ray. The latter is too super- 
ficial in penetration to be of any thera- 
peutic value for this lesion. The x-ray 
is too hard, and too little of it is ab- 
sorbed where desired. Large doses of 
the grenz ray can be employed with no 
deleterious effects. It exerts, it is be- 
lieved, a tissue-cell stimulation which 
permits sufficient local antibody forma- 
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tion to overthrow the invading organ- 
ists, as well as to assist in establishing a 
normal physiologic action of the ir- 
radiated tissues. (In a _ spectroscopic 
study of the capillaries of the web of 
the hand after grenz radiation, which I 
am conducting in collaboration with an 
endocrinologist, the evidence may point 
to the radiation effect as causing a 
change in oxygen tension in the tissues. ) 
Following is a brief résumé of several 
cases of scrofulodermatous conditions : 


REPORT OF CASES 
W. L., a man, aged 26, admitted to Sea 


Fig. 1.—Roentgenogram revealing presence 
of impacted, unerupted mandibular third 
molar, lying in horizontal position. This was 
the source of a tender mass which formed at 
the angle of the jaw. 


View Hospital with a caseous pneumonic le- 
sion of the right upper lobe, with multiple 
cavitation, a tuberculous lesion in the sacro- 
iliac region, and one in the spine, shortly after 
his admission developed a small localized 
tender mass over the angle of the left mandi- 
ble. His Gaffky scale was V, which indi- 
cated a positive sputum for the tubercle 
bacillus. Roentgenographic examination re- 
vealed an impacted, unerupted lower left 


third molar. (Fig. 1.) There was also pres- 
ent an unerupted, impacted lower right third 
molar. The left molar was removed, and 
the socket slowly filled with healthy granu- 
lation tissue. The tender mass at the angle 
of the jaw, however, continued to spread 
superficially, involving the cutaneous tissue. 
(Fig. 2.) An incision for drainage was 
made, but the lesion failed to heal. The 


Fig. 2.—Elevated granulomatous formation 
which developed from tender mass at angle of 
jaw. The infection crept upward until it 
reached the cutaneous tissue just under the 
lobe of the ear on the cheek. ' 


Fig. 3.—Extension of lesion cutaneously 
with disappearance of hypergranulation tissue. 
The tip of the lobe of the ear can be seen in 
the upper right corner. 


purplish coloration persisted. The condition 
was further complicated by involving Sten- 
son’s duct and creating a fistulous opening 
on the face over the scrofulodermatous area. 
This constant secretion tended to irritate 
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the lesion and impeded healing. (Fig. 3.) 

The lesion was subjected to grenz radia- 
tion therapy and responded favorably. Gauze 
dressings placed over the wound quickly be- 
came saturated from the salivary fistula. 
Hence, a thin layer of vaselin was spread 
over that part of the lesion, and the drip- 
ping saliva passed over the area without 
affecting it. The entire lesion was protected 
by a small metal bridge (Fig. 4) spanning 
the lesion, held in place with adhesive tape 
and lightly covered with gauze to protect the 
wound and permit its aeration. A_ plastic 
operation was planned to bridge the fistulous 
orifice intra-orally, but contraction of the 
wound effected spontaneous closure. Several 
subsequent grenz ray treatments of the scro- 
fulodermatous lesion resulted in complete 
healing.* 
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Several months before admission to the 
hospital, the patient deveioped an acute peri- 
apical involvement of the upper left second 
bicuspid. A sinus to the cheek developed, 
terminating in formation of a scrofuloder- 
matous lesion. (Fig. 5.) Grenz-ray treat- 
ment was instituted for this lesion, but the 
patient died from a generalized hematogen- 
ous spread of the disease before adequate 
therapy could be employed. 

J. M., a man, aged 49, was admitted to 
the hospital with a history of a unilateral 
pulmonary tuberculosis, a plus four Wasser- 
mann reaction, with evidence of early cere- 
brospinal syphilis and a positive sputum. 

The inferior left cuspid which manifested 
a chronic periapical infection, possibly a 
tuberculous periapical granuloma, developed 
a sinus to the left submaxillary region, where 


Fig. 4.—A small metal bridge held in place by means of adhesive tape (not resting on lesion) 
which supported gauze dressing protecting area, but not coming in contact with lesion. Thus 
the dripping saliva from the salivary fistula did not wet the gauze, and hence the change of 
dressings was required much less frequently, at the same time permitting aeration of the lesion. 


The other impacted molar was removed, 
with uneventful recovery. 

K. S., a woman, aged 37, entered the hos- 
pital with a diagnosis of bilateral pulmonary 


. tuberculosis with a large cavity in the right 


upper lobe and extensive involvement of the 
left upper lobe, tuberculosis of the left max- 
illa and a tuberculous larynx. The sputum 
was strongly positive. Prognosis was very 
poor. 


*Capt. Morton E. Bernstein (DC), AUS, 
formerly dental resident at the Hospital, as- 
sisted in this case. 


a scrofuloderma developed. (In a study con- 
ducted by me, periapical granulomata in 362 
tuberculous patients were studied by means 
of pathologic sections, and 8 per cent mani- 
fested tuberculosis.1) The involved tooth 
was removed, and the scrofuloderma treated 
by means of the grenz ray. (Fig. 6.) After 
the skin lesion had healed, there was a deep 
depression, with heavy cicatricial forma- 
tions. This was corrected by a simple plas- 
tic operation, padding the depressed ‘area 


1. Bropsky, R. H., and J. S.: 
Am. J. Orthodontics, 29:498, September 1943. 
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with fat tissue taken from the adjacent sub- 
maxillary region. 


CONCLUSION 
There is comparatively little in the 


Fig. 5.—Typical scrofulodermatous lesion of 
cheek resulting from periapical infection of 
upper left second bicuspid from which sinus 
developed to cutaneous tissue. The lesion had 
the usual purplish hue. 


literature on the subject of tuberculous 
scrofuloderma. Several cases that have 
been photographed have been selected 
in order to acquaint the reader with this 
disease entity. The lesion is not a very 
common one. It is highly resistant and 
not amenable to the usual methods of 
treatment. After the exciting focus of 


Fig. 6.—Scrofuloderma in left submaxillary 
region which responded to grenz-ray therapy. 
The patient was both tuberculous and syph- 
ilitic. 


the lesion is removed, the disease process, 
I have found, can be not only checked, 
but also actually cured by means of 
grenz-radiation therapy. 

14 East Eighty-First Street. 
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DENTISTRY’S PLACE IN POSTWAR PLANS: 
ESSAYS FROM JUNIOR MEMBERSHIP CONTEST 


Don M 


N preparing postwar plans, one must utilize 
I his knowledge and experience of the past 

coupled with realistic imageries of the 
future. A goal must be assumed and a method 
of attaining that goal must be outlined. Cor- 
roboration of the problems to be encountered 
must be expressed. An insight into the solu- 
tion of these problems should open the road 
toward our ultimate goal. 

An assumption, then, based on the past and 
stimulated by dreams for the future, that our 
goal should be prevention is only logical. Pre- 
vention in dentistry entails problems of great 
complexity. For brevity, these problems are 
outlined as concerning: 

A. Knowledge of facts regarding: 

(a) Caries. 
(b) Periodontoclasia. 
(c) Malocclusion. 
(d) Surgery. 
(e) The patient in toto. 
B. Dissemination of dental truths regarding: 
(a) The individual. 
(b) Diagnosis and prognosis. 
C. Economic problems: 
(a) Handling needs of low income group. 
(b) Time versus returns. 
D. Conscientiousness in: 

(a) Fulfilling child’s needs. 

(b) Placing individual’s welfare above 

monetary returns. 

(c) Spending after work hours in re- 

search. 
E. Availability: 

(a) Need for more dentists, hygienists 

and technicians. 


. *Prize essay from the Baylor University Col- 
lege of Dentistry, Dallas, Texas. 
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. ISHMAEL 


(b) The too great scope of nation-wide 
requirements. 

(c) Demand for men doing research 
only. 

F. Rehabilitation of dentists leaving the 

service. 

At this writing, the possibility of prevention 
of decay is not fully recognized, but we realize 
that steps toward preventive measures are 
rapidly being taken and postwar dentistry may 
well utilize means for caries prophylaxis. 
Through the work of our eminent research 
workers, we are coming closer and closer to 
the actual prevention of caries, periodontal 
disease and even malocclusion. A great ad- 
vancement was realized recently when, through 
the use of sodium fluoride and related drugs, 
desensitization was made possible. The foun- 
dation certainly’ has been laid for the eradi- 
cation of all pain in dentistry. The pain 
hazard in operative and surgical dental opera- 
tions was overcome in great measure by the 
introduction of local and general anesthetics— 
and now ubiquitous potential pain may be 
relieved by the application of fluoride. These 
great problems in prevention today are, for 
all practical purposes, solved ! 

Dentists in uniform engaged in the surgical 
treatment of war casualties are learning much 
in the handling of face, head and neck wounds 
and the rehabilitation of those so injured. 
Working side by side with the orthopedic, the 
plastic and the general surgeon certainly will 
embue the dental surgeon with many technics 
concerning maxillofacial surgery. To quote a - 
section from “Dental Care,” in “Health of the 
Armed Forces,” speaking of naval dentists, 
“Those who specialize in maxillofacial surgery 
are sent to the Mayo Clinic for study. This 
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Don M. Ishmael. 


work of restoring facial structure damaged in 
battle may include plastic surgery also, and 
has an important place in service plans for 
rehabilitation of service men after and during 
the war.” 

Another striking problem confronting post- 
war dentistry is patient psychology, or knowl- 
edge of the patient in toto. The dentist of the 
future must have a basic understanding of 
human personality so that he can better edu- 
cate his patient regarding the cause and effect 
of dental diseases. The well-trained dentist of 
the future must know how to conquer fear, 
abolish lack of ‘confidence, acquaint the patient 
with the nature of his dental ailments and 
in general have a complete understanding of 
human nature. To quote E. R. Swank: “Let 
us overhaul our procedures and armamen- 
tarium and put more romance into our work 
of proper and - efficient patient education, 
appealing more to those basic human and 
psychologic wants: personal appearance, com- 


fort and security, self-esteem, happiness and 
pleasure. 


“Then we will attract a greater number 
of patients to our offices. Thus will pre- 
ventive dentistry assume its true role and 
destiny rather than merely existing for the 
purely mechanical correction of dental syn- 
dromes.”* 


In order to educate the patient in preven- 
tive measures, methods of propagating dental 
truths must be propounded. “A concentrated 
educational program sponsored by the organ- 
ized dental societies, telling the public of the 
benefits of dentistry, could, within a few 
months or even weeks, convert the American 
people to the ideals of preventive dentistry.” 
In the past year, the Public Relations Com- 
mittee of the Council on Dental Health of the 
American Dental Association, in cooperation 
with the Bureau of Public Relations, has made 
worth while progress in this subject. 


Much depends on the individual practi- 
tioner also. After a proper diagnosis has been 
rendered, through clinical observation and 
x-ray examination, the patient should be fully 
informed as to all corrective measures needed, 
not just that measure necessary to overcome 
the ache or pain that brought him in. In the 
past, all too many practitioners have been re- 
luctant to inform the patient of such needs 
because of a loss of time and subsequent loss 
of remuneration. The problem of time versus 
returns, however, is diminished in light of 
the fact that informing the patient is merely 
time spent in “sales effort.” The dental pro- 
fession must improvise a method whereby all 
dental service can be rendered at the lowest 
cost consistent with adequate quality. 


The economic problem, however, will lend 
itself more nearly to a solution when the needs 
of children, indigent and others, are provided 
for. It is common sense that dental preven- 
tion should start with the child. It has been 
suggested that the average cost of keeping 
school children’s teeth in good repair would 
be approximately only $4 a year and would 
take only one hour of dental service time per 
child per year.? Plans must be made for an 
allocation of the necessary sum to institute a 
program to provide for the dental care of 
children. 


‘1. Swank, E. R.: Practice Building in Den- 
tistry Through Patient Education. J.A.D.A., 
31:41, January 1, 1944. 
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Since, in 1940, there was only one dentist 
to each 1,600 persons in the total dental popu- 
lation,” and since postwar dentistry will place 
even greater demands upon a small number 
of dentists, there is dire need for more and 
better trained dentists and dental assistants 
(the hygienist and technician) ; the assistants 
not to assume any duties of the dentist, but 
to lighten his load. If the dentist’s load could 
be lightened, more time could be spent in re- 
search and enlightenment. To keep abreast of 
the times in the ever-changing world of to- 


2. Treloar, A, E.: Survey of Needs and 
Services Available for Protective Dentistry for 
Indigent Children and Youth in U. S. A. 
J.A.D.A., 31:326, March 1, 1944. 
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morrow will require the utmost in diligence 
and persistence. 

In addition, there must be in plentiful num- 
bers those who will devote their sole time to 
experimentation and research to forward the 
already precedence. 

The final problem for consideration is the 
rehabilitation of dentists leaving the service. 
About 20,000 dentists will be released after 
the war, to return to civilian practice. There 
will certainly be a need for refresher courses _ 
to offset the lack of training in certain 
branches arising from their infrequent practice 
in the armed service. A study of the re- 
orientation of those men requiring such train- 
ing should be a part of postwar planning. 


IrnvinGc A. GREENBERG, B.A. 


HERE is the old story of the ostrich 

who thought that, by burying his head 

in the sand, he would avert the catas- 
trophe about to befall him. Let us not sim- 
ulate the example of the ostrich in the im- 
minent postwar problem that confronts us—- 
socialized dentistry. The fact that such a bill 
as the Wagner-Murray-Dingell Bill has finally 
been given form indicates that a new type of 
public health service is an inevitable eventu- 
ality. How then are we to deal with this 
question? Should we attempt to stem the 
tide, only to be engulfed in a bureaucratic 
administration which shall execute this law 
without consulting the profession and thus 
lead to our complete subservience to a com- 
mittee of politicians totally ignorant of our 
needs and desires? This is the alternative 
that we face if we endeavor to feebly pit our- 
selves against this force rushing toward social- 
ization. 

However, we can follow another path: 
We can become cognizant of the _inevi- 
tability. of this new system. coming into 
effect and, with this in mind, we should co- 
operate with the legislators interested in the 


*Prize essay from the School of Dentistry, 
Western Reserve University. 


bill and thus bring about a channelization of 
the provisions to gain a maximum further- 
ance of our own interests. In this way, we 
could ascertain that any administrative com- 
mittee formed would have the American Den- 
tal Association well represented and in such 
strength that formulation of policies would 
be directed by the Association representa- 
tives, who would be entirely aware of the 
profession’s problems. This, then, would be 
the road toward making the best of an un- 
desirable situation. It is the intelligent method 
and should be given the careful considera- 
tion of every member in the profession and 
the executives of the American Dental As- 
sociation. 

There are other major problems which 
demand efficient handing in the postwar 
world. The question of reallocation or dis- 
tribution of dentists and of raising the caliber 
of scholarship of the students accepted in 
future classes may be combined under one 
plan, which I shall outline below. 

Dental educators and members of the pro- 
fession all bemoan the lack of properly 
qualified students applying to dental schools 
and attempt to blame the lack of publicity 
regarding the advantages of the profession. 
However, let us explore this situation from an 
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entirely different angle. Undoubtedly, a den- 
tal education is one of the most expensive, and 
since the curriculum excludes the possibility 
of outside employment to any great degree, 
the field of students that can apply has 
automatically been delimited. This is the 
crux of the situation. If we could draw 
students from this excluded majority, we 
might have the answer to the problem. Why, 
then, could not the American Dental Asso- 
ciation with government backing, for finan- 
cially this could not be privately undertaken, 
conduct dental aptitude tests both manipula- 
tive and mental throughout the country’s 
colleges to determine the scholastic desirability 
of all who wish to enter dental school? 
Using this as our basis of selection, we could 
pick the cream of each year’s crop of eli- 
gibles. 

At this point, the government would take 
over with the following plan: It would offer 
to all selected students, financially unable to 
pursue a complete dental course, a chance 
to continue their course at the government’s 
expense, conditional on their maintenance 
of the high standards which the aptitude 
tests showed them capable of. In return, the 


student would be obliged to practice for five 
years in a “dental health deficient’ area 
that the government would designate. After 
his five-year period expired, the dentist 
would be free to do as he pleased. He could 
either remain in the area and keep the office 
that the government had supplied him with, 
or open a new office of his own in any 
area in which he desired to practice. 7 

The benefits of a system of this sort are 
self-evident: First, it would open the field of 
dentistry to much greater numbers than ever 
before, with the result that the unqualified 
“self-paying” students who were admitted to 
fill school quotas previously would be re- 
placed by government-financed qualified stu- 
dents, a procedure leading to classes of a 
superior grade. Second, areas that had been 
in sore need of dental care would be supplied 
with dentists of high caliber, who would tend 
to remain in the area after their five-year 
period owing to the fact that, by that time, 
they would have built up a practice and 
would be prone to leave it and start anew. 
This, then, would answer the problem of 
the concentration of dentists in the large 
cities and their utter absence in rural dis- 
tricts. 

Another phase of postwar planning must 
include a study of the dental school curricu- 
lum. With the great amount of work being 
done toward prevention of caries, our hopes 
are rather high that fluorides, injections or 
other means shall help us conquer dental 
caries. Then what? Restorative procedures 
will suffer a decline. We must prepare for 
that day in our school curriculum. Greater 
stress should be put on oral pathology and 
diagnosis. The dentist of tomorrow shall re- 
quire this knowledge, for he will deal chiefly 
with oral lesions, surgery of the oral cavity 
and orthodontics. True, we shall have to con- 
tinue learning the manipulative end of our 
profession, for this generation is in dire 
need of restorative work, but we must have 
an eye to the future and be ready for the 
transition. 

These, then, are but a few indications of 
what postwar dentistry shall be expected to 
deal with, both externally with socialized 
medicine and internally with its trends toward 
dental caries prevention. Dentistry can, 
therefore, select its road toward a greater 
and more important health service for all, 
or it may become decadent, staying con- 
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fined within the four walls of the office of 
every dentist, who will smugly wait to see 
what will happen, because these changes will 
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not affect him any more. The students of 


today will be affected and they send out a 


plea. Which road shall it be? 


III* 


Rosert E. BAKER 


very much, but to me it means one 

thing more than any other. That is 
the right for an individual through his own 
initiative and diligent work to strive for the 
top in a business or a profession in a thor- 
oughly free and soundly happy manner. This 
American way of life has been unequaled in 
the past, and it is this way of living, for which 
my friends and brothers are now giving their 
all, which has produced the finest men in 
most of the arts and sciences. This does not 
exclude the dental profession which has at- 
tained the highest state of perfection in our 
own land. 

If these statements are considered to be the 
truth, then it may be assumed that the free, 
able, unhindered man with initiative is the 
man who will excel, and, therefore, the free, 
able, unhindered dentist with initiative will be 
the most excellent dentist. 

The dental profession has always striven to 
uphold its high standards, and its aims have 
always been to do the most possible to bene- 
fit the people. It has been true that many 
people have not had dental care, but it is my 
belief that the guilt lies not in the dental 
profession, but in the public itself. These 
people have not obtained dental help be- 
cause they did not know its purposes or its 
advantages. It might also be considered that 
the lack of dental men in a locality was a 
cause for the lack of dental service. It is also 
my belief that there are few dentists who do 
not follow the Golden Rule, and who do not 
do much charity work without any other 
living soul knowing of the kindness. 


gece That one word symbolizes so 


*Prize essay from the University of Minne- 
sota, Minneapolis. 


Since the trend of thoughts of the members 
of the dental profession has been deeply 
affected by the tragedy in which our country 
is now involved, it is only fair to the profes- 
sion and to the public that a postwar plan 
be adopted which will be the most feasible 
and of the greatest benefit to all. 

There are two halves which must enter the 
situation, and these two individual parts must 
integrate and form a cooperating unit. 

As dentistry is under discussion, it is logical 
that the first half of the unit shall be the 
dentist and the dental profession as a whole. 
The dentist and his brothers must strive un- 
ceasingly to maintain dentistry on the high 
plane that it has been on, and to reincorporate 
those members of the profession now serving 
with the armed forces into civilian practice. 
The’ main and supplemental dental organiza- 
tions and societies must operate vast educa- 
tional programs to acquaint the returning den- 
tist with new advances and. new and varied 
technics. The dental societies, in cooperation 
with the leading dental organization, should 
establish a method of relocation of these re- 
turning dentists. It must be shown to these 
men that there are various communities where 
dentistry is most needed and where they may 
serve for the best of all’‘concerned. The com- 
bined dental organizations and their men must 
advance the dental education of the public. 
I agree with those who say that the people 
returning from this war will be more interested 
in dental health than ever before because of 
the excellent and varied work being done in 
the armed forces, and, with this incentive and 
by means of extensive special courses on 
hygiene, prevention, preventive dentistry and 
restorative dentistry, the public can at last 
begin to comprehend the scope of the dental 
profession. 


Robert E. Baker. 


The entire plan being presented depends 
on the second half of the unit, which is, of 
course, the public itself. The American public 
was responsible for establishing our proven 
way of life, and it must be the American 
public who shall maintain it. After the na- 
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tional emergency, the public must restore the 
freedom which we now are at war to preserve, 
and this means the restoration of freedom for 
every man, not just the laborer, not just the 
farmer, nor the capitalist alone, but freedom 
for every one. It has been said that all men 
are created equal, and it has been proved that 
some men are more talented in certain fields 
than others and in those fields the talented 
belong, each according to his capabilities. In- 
dividual initiative would then lead to success. 
If a bureaucratic, socialistic scheme were de- 
vised by which the professional man would 
become a tool of the politician, and the pro- 
fession a political organization, it can be 
readily seen, I believe, that the standards built 
on initiative and ability would be destroyed. 

The public must not only be instrumental in 
restoring and maintaining freedom, but they 
must also have a desire to obtain an educa- 
tion, including dental education, because, 
without this desire, the country, and the world 
itself, cannot forge itself into a peaceful and 
pleasant place to live in. 

To summarize: The obligation of the dental 
profession to the public is first to maintain 
the dental profession at high standards by 
furthering the education of its members; sec- 
ond, to relocate the returning dentists where 
they can best serve, and, third, to educate the 
public on dental health. The obligation of the 
public to the dental profession is to keep the 
freedom which we have been accustomed to, 
and to learn about the advantages of dental 
care. 


IV* 


R. PLoss} 


LL postwar planners, whether designing 
domestic postwar patterns or planning 
on an international scale, recognize the 

importance of the well-being of the masses of 
people in any given country, and provision is 
usually made in their plans for further exten- 


*Prize essay from the University of Buffalo 
School of Dentistry. 
+Private first-class. 


sion of existing public health measures. Den- 
tistry has a definite position and a definite 
responsibility in any and all postwar plans. 
Three major groups (more or less concentric) 
in the profession: organized dentistry as a 
whole, the dental schools and the dentist him- 
self, are concerned with their respective places 
in our postwar world. In all peace plans, there 
are always considerations of an immediate 
nature, those which make peace planning in 
time of war expedient, and considerations of 
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long term nature, those more idealistically 
based and intended to avoid further conflicts 
in the future. 

The most important phase and one requir- 
ing prompt consideration is the problem of 
mental and physical rehabilitation of the war- 
wounded. The oral surgeon and prostho- 
dontist are directly concerned with the treat- 
ment of facial injuries. Although these will, 
in the main, be the problems of the medical 
and dental departments of the armed services, 
the private practitioner also will meet many 
such cases. 

The dental schools of our universities will 
play a major part in the education of dis- 
charged servicemen inducted before they had 
any opportunity to begin specialized training 
for their vocations. At this time, there is some 
promise for government subsidization of col- 
lege training for this group. 

A serious problem for organized dentistry as 
a whole, as well as the private practitioner, 
will be the return of the dentists now in serv- 
ice. The majority of the young dentists 
graduated from the dental schools of. this 
country in the past three years have never 
practiced privately. This group will have to 
locate, and -meet all the problems of setting 
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up a practice, immediately upon reaching 
home. The three problems stated above con- 
stitute the immediate problems in relation to 
dentistry in postwar planning. 

Present plans for peace are also concerned 
with certain long-term changes in our social 
system which include radical extension of 
public health service under government con- 
trol. The need for such extension in the 
United States can hardly be denied, but meth- 
ods for this expansion must be properly evalu- 
ated. Of 3,070 counties in the United States, 
1,401 (practically all rural) had no full-time 
health service in 1941, and fewer than fifty 
had adequate finances or personnel. Large 
areas, some with populations up to 5,000, had 
no medical service at all.* This not only dem- 
onstrates the need for further service to a 
large group of our people, but also indicates 
the necessity for a migration of public health 
personnel, including dentists, to rural areas. 
The lack of economic enticement in these rural 
areas is probably the strongest argument in 
favor of government-subsidized public health 
services. In this direction, the Farm Security 
Administration, as a part of its rehabilitation 
program, already has a modified health service 
system in operation in certain rural areas. We, 
as professional men, do not want political con- 
trol of health services to: precipitate poorly 
managed and red-tape-ridden bureaus. In 
postwar plans, there is this opportunity for 
locating war-trained dentists in such areas 
where they are needed, on a voluntary basis. 
These men should have their choice of care- 
fully appraised localities. 

Certainly dental education will make greater 
progress in the postwar world. New technics 
developed during the war, both in teaching 
itself and in the diagnostic, restorative and 
surgical divisions of dentistry, will find their 
way to the dental classes of the future. Den- 
tal schools should provide adequate post- 
graduate courses in advanced technics, open- 
ing them especially to men returning from the 
service. The dental schools have an important 
responsibility in readjusting the dental officers 
now in service to their peacetime practices. 

In summary, dentistry’s place in postwar 
plans can be outlined as follows: 

The dentist’s most urgent place in any post- 
war plan is as an aid in restoring war wounded 
physically, and often mentally, to normalcy. 


*From the 1943 report of the War Re- 
sources Planning Board. 
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An almost equally urgent need for definite 
planning arises from the prospect of many 
dentists coming home to establish or reestab- 
lish practices. This problem is dentistry’s 
problem. The profession should show organ- 
ization enough to plan voluntary relocation of 
dentists by surveying the need throughout the 
country. 

Dentistry’s most important place in postwar 
plans is its part in a new and broadened public 
health service of this country. Since any such 
expansion of the present service will necessarily 
uncover complex problems of a dental nature, 
organized Dentistry should lead the way. The 
problems bound to arise will require special 
recommendations, which only the dentists can 
answer from experience. 

Dentistry will have, as shown above, in- 
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creased responsibilities to the people in the 
future. Besides maintaining and extending 
dental care to the people on a private-practice 
basis, it is Dentistry’s liability to educate the 
masses to a consciousness of dental care. Ad- 
vertising by the profession as a whole, in 
general terms and in an educational vein, can 
hardly be considered unethical. 

Dental education should be further de- 
veloped in the postgraduate field. There will 
be a definite demand from the profession for 
such courses. 

Dentistry’s place, .then, is outlined by a 
greater and more definite responsibility to the 
people, a broadening of its educational and 
service phases and, as a result, a greatly en- 
larged and more firmly established profession. 


422 Washington Highway, Snyder 21, N. Y. 


FURTHER TESTIMONY IN HEARINGS 
ON NAVAL DENTAL BILL 


The CuHarrman. Of course we all under- 
stand that you are part of the. Bureau of 
Medicine and Surgery, established by statute 
as a Dental Corps. 

Dr.*Meap. That is correct. 

Mr. Core. Do I understand there is 
presently a head of the Dental Corps in the 
Medical Department ? 

Dr. Meap. No; not in the Navy. 

The Cuarrman. Yes. 

Mr. Cote. The doctor says no. 

Dr. Meap. You do not have the same 
set-up as you have in the Army. You have 
a division, and the man appointed to that 
division does not direct the dental activities 
of the Navy, and they have nothing on the 
record 


Mr. Rivers. Yet they tell this committee 
that was the fact. 
Dr. Meap. If they are placed in the den- 


tal service, why do not they put that on 
record? There is nothing on record. 

The Cuarrman. The Dental Corps would 
function just as efficiently as an adjunct of 
the Medical Department; is not that correct? 

Dr. Meap. No, sir. 

The CuatrMAn. Do you mean to represent 
to the committee that the 5,000 dentists in 
the Navy today are not functioning efficiently 
on account of the present set-up; is that cor- 
rect? 

Dr. Meap. They are not functioning to 
their full efficiency; let us put it that way. 


Hearings before the Committee on Naval: 


Affairs, House of Representatives, on H. R. 
4216. 


Mr. Macnuson. On what is that conclu- 
sion based? Let us get down to the point: 
The truth of the matter is the Dental Corps 
wants some more recognition in the Navy 
than they are getting now? 

Dr. Meap. No; they have recognition, but 
without authority. You gave us a rear admi- 
ral, and is not that recognition? What we 
want is to get the benefit of that. 

The CxHatrmMan. You are asking for au- 


thority? 
Dr. Meap. We want authority; that is 
right. 


The Cuarrman. Now, what you are com- 
plaining about is that you do not have the 
authority that you want today? 

Dr. Meap. That is right. 

Mr. Rivers. In keeping with medicine 
and surgery. 

Mr. Macnuson. 
coconut. 

Dr. Meap. The meat of it is efficiency in 
the dental service. 

Mr. Morrison. Is there any contention that 
it will injure the service? 

Dr. Meap. I do not see how there could 
b 


That is the meat in the 


Mr. Morrison. I mean is there any such 
contention? 

Dr. Meap. I have not seen any. 

Mr. Morrison. So, if this recognition was 
given to the dental profession, there is no 
contention it would hurt the service ? 

Dr: Meap. I have not seen anything in that 
line. 

The Cuarrman. You think it will increase 
the efficiency to have more authority? 
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Dr. Meap. Certainly.- I think that is 
self-evident. 

The CuHairMAN. Do not you think it is 
incumbent upon you to show how the effi- 
ciency is going to be increased by having 
more authority ? 

Dr. Meap. Yes. 

The CuatrMAN. Well, how? 

Dr. Meap. I can cite any number of 
instances. The dental officer will see there 
is going to be an increase in his station and 
there will be a demand for more dentistry. 
He is sometimes consulted with regard to the 
buildings and planning; then they do not, in 
many instances, accept at all what he suggests 
the buildings ought to be. In many instances 
they build them without any water or elec- 
tricity for the dental department; then, when 
they get down to it, they find they do not 
have any way of installing it, and the re- 
sult is the rooms are without water, and so 
forth. 

The CHatrmMaNn. At what place has that 
been done? 

Dr. Meap. It has been done in a number 
of places. 

The CuarRMAN. In what places has it been 
done; put them in the record. 

Dr. Meap. Take Pensacola. 

The CuatrmMan. What happened at Pensa- 
cola? 

Dr. Meap. They do not have sufficient 
dental installations to take care of the amount 
of work they are doing, and they do not 
have'the type of planning that would be for 
the best interests of dentistry. And that 
happens at all these stations. 

The CHatrman. Then the architects, in 
drafting the plans, have not consulted the 
dentists? 

Dr. Meap. They consulted the dentists 
about this bill, no doubt, but nothing hap- 
pens after the consultation. 

Mr. Morrison. Your contention, as I 
understand, is that the practice of dentistry 
in the Navy would be better exercised by 
a man who knew something about it, than 
by one who does not? 

Dr. Meap. Certainly, and a man who 
knows something about it should have the 
authority. 

_ Mr. Morrison. And that this authority 
is now exercised by a physician, instead of 
a dentist ? 

Dr. Mzap. That is right. 

Mr. Morrison. And you want dental 
authority and competency substituted ? 

Dr. Meap. We want a direct approach 
to the commanding officer of the ship, station, 
or hospital, no matter whether he is a medical 
Officer, a line officer, a supply officer, or 
anything else. The dentists want a direct 
approach to the commanding officer of the 
installation. 

Mr. Morrison. If that is done, what 
change will it cause or what damage will it 
do to the medical organization? 

Dr. Meap. None; no damage; it will be 
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an improvement, or we would not be here 
taking up your time. 

Mr. Sasscer. As it happens now, an offi- 
cer of the Dental Corps, senior to an officer 
in the Medical Corps, has to take orders, 
etc., from a junior medical officer? 

Dr. Meap. In all cases, except at Beth- 
esda, where dentistry has what it wants. In 
all other cases, the dental officer may need 
supplies and make a requisition, and it has 
to go to the commanding officer immediately 
above him. He may be inferior in rank. 
You may have a case where a lieutenant in 
the Medical Corps is in command, and we 
may even have a rear admiral in the Dental 
Corps, and he would have to take his orders 
through the lieutenant in the Medical Corps 
for supplies he ordered. That is a far- 
fetched theory, but it is not farfetched to 
say there are captains and commanders in 
the Dental Corps who believe they need cer- 
tain supplies, and that requisition has to go 
through the medical officer, and he. can 
either turn it down or forward it, as he 
desires. 

Mr. Sasscer. In other words, a junior 
medical officer could either approve or dis- 
approve ? 

Dr. Meap. That is not only as to supplies, 
but as to everything. . It pertains to efficiency 
ratings. I may have a training station and 
may have eight times as many dental officers 
as there are medical officers, and these men 
may seem more efficient than others, and I 
may desire to rate them and would rate them. 
But if as a dentist I rated them, I have no 
control over the rating; it must go through 
the medical officer immediately over me, and 
he may change it up or down, one way or 
the other, and I would never know about 
it. 

Mr. SASSCER. 
junior officer ? 

Dr. Meap. That is right. But the fact 
he is a medical man puts him over me. 

Mr. Sasscer. What about discipline? 

Dr. Meap. Everything. It is the same 
way all along the line; the medical man con- 
trols the dental man. 

Mr. Magnuson. Doctor, you do not want 
this record to convey the inference that the 
Dental Corps of the Navy is not performing 
efficiently now, do you? 

Dr. Meap. The Dental Corps of the Navy 
is producing the most satisfactory service in 
the world; but you have 5,000 of the best 
dentists in the United States in the Navy 
and they ought to be functioning at peak, 
and those men will go out of private practice 
and do in the Navy in a day what they would 
do in one hour in private practice. They 
do not have the installations, equipment, and 
morale, and what goes with it, and they are 
not functioning at peak efficiency. 

Mr. Macnuson. I understand that, but 
you do not want this record to show—and I 
think there is that inference here—that the 
Dental Department of the Bureau of Medicine 


Although he may be a 
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and Surgery is not performing efficiently 
their duties, do you? 

Dr. Meap. That is right; but we want 
peak efficiency. 

Mr. Macnuson. But your contention is, 
if this is done, they will probably be more 
efficient; is that right? 

Dr. Meap. That is correct. 

The CuatrmMan. Do you mean to tell the 
committee that all the facilities are not avail- 
able for treating naval personnel in the serv- 
ice, in the Dental Corps, that are necessary 
to protect their health in connection with 
dental work? 

Dr. Meap. That is true. 

The CxHairmMan. Now that is a very im- 
portant statement. Wherein is the Bureau 
of Medicine and Surgery failing to provide 
sufficient equipment or sufficient dentistry ma- 
tériel to accommodate their personnel ? 

Dr. Meap. Because they do not give 
dentistry the authority to take care of their 
own affairs. They are being run by a depart- 
ment that does not know anything about 
dentistry. 

The Cuarrman. Doctor, do you not think 
you should enumerate for the record specific 
instances where the Medical Department has 
failed to furnish to dentists the equipment, 
space or matériel to take care of the enlisted 
men? 

Dr. Meap. I could furnish many of those, 
but I would not do that, sir, because those 
men would resent it. They cannot come 
here and fight for themselves. You may 
say “Oh, we welcome those things,” but there 
are lots of ways it would go against their 
record. I would hesitate; I can give you 
plenty of instances, any number of instances 
you want, about those matters. 

The CxHairman. Then the committee can 
understand that the Bureau of Medicine and 
Surgery is falling down by failing to furnish 
the Dental Corps with the material and 
whatever is necessary to afford proper dental 
care to its enlisted or officer personnel ? 

Dr. Meap. Now, Mr. Chairman, there 
are many installations where you have favor- 
able medical officers, and where the dental 
officers can maintain favorable conditions even 
with the present set-up, and function per- 
fectly, and there are many others that do not. 
It is all at the whim of the medical officer 
who is in charge. There are lots of supplies, 
of course, many instances, where supplies 
are needed, that the right supplies do not 
go to the dental department. They say, 
“You do not need that.”’ Let us say it is a 
Vincent infection. A Vincent infection is 
trench mouth. You may find the dentist may 
need some chromic acid for the treatment of 
the organism, and he may send a requisition 
through to his medical officer above him, 
and he says “You do not need that; you 
may have something else; I will order some- 
thing else.” Now this medical officer knows 
what is best for medical treatment, and 
should not the dental officer know what is 


best to treat trench mouth—because that is 
his particular job? And when you give him 
something else, you substitute, and many 
times material is substituted by those who 
do not know as much about it as those who 
are doing the work. 

The Cuarrman. Then your point is you 
want. to have absolute authority to purchase 
and acquire that which the dental profession 
thinks is necessary, without going through 
the Bureau of Medicine and Surgery? 

Dr. Meap. No. 

The Cwatrman. If that same thing is 
followed through, then you would have no 
military organization, which always has to 
function through a head. 

Dr. Meap. Oh, yes. You misunderstood 
me. 

The Cxatrman. The same thing would ap- 
ply to ship constructiori; the same thing 
would apply with everything else for their 
specialized needs, would it not? They would 
say, “Why should I go through the regular 
channels; why should not be permitted 
to go and buy this, that and the other, 
irrespective of anybody else?” 

Dr. Meap. You have the reason for that. 
I cited the instance of Bethesda. What is 
wrong with the set-up at Bethesda? There is 
nothing wrong with it. You have a dental de- 
partment separate from the Medical Depart- 
ment, which functions well. 

The CHatrMAN. What about ships? 

Dr. Meap. The same thing. 

The CHatrMan. They have the skipper 
on the ship, who is responsible for his ship. 

Dr. Meap. That is right. 

The CuarrMan. And he has responsibility 
for everybody on the ship. 

Dr. Meap. That is right. 

The Cuatrman. And you would have a 
dental officer who might say, “I do not think 
I need this stuff’ and the skipper says, “I 
think you do,” so that the skipper may make 
the dental officer get that, or apply for that, 
because he would be the one to determine 
what was needed. 

Dr. Meap. That is not correct. 


Mr. Rivers. It is exactly 100 per cent 
wrong. 
Dr. Meap. All we have asked for is a 


direct approach to the commanding officer. 
The commanding officer on board the ship 
is the captain. If you make a separate dental 
department, the dentist is responsible to the 
captain. 

The CnatrmMan. He is responsible to him 
only in command, but not in getting ma- 
terials. 

Dr. Meap. Anything that the captain 
says—if he wants to put the dentist in a dress- 
ing station—he does so. 

The Cuairman. Now you got down to the 
point where the trouble was—you wanted 
authority to get what you needed. 

Dr. Meap. That is right. 

The CHarrman. The same thing applies 
with the ship. The dental officer on the 
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ship might conclude he did not have and 
wanted certain things, and the skipper might 
have a different viewpoint and would have 
to yield, and he would be in charge of the 
ship and the health of the men, and yet 
would have no control over what the dentists 
would require. 

Dr. Meap. Oh, yes; he would, absolutely. 
It is the same position as the supply officer. 
What does the supply officer do on board 
ship—— 

Mr. Motr. Let me ask you a question 
there: You described the set-up at Bethesda 
and said that was the kind of set-up you 
wanted. 

Dr. Meap. That is right. 

Mr. Mott. That you would like to have 
at every place, under this bill, if this bill 
passed. 

Dr. Meap. That is right. 

Mr. Mott. Now why did they put this 
separate Dental Corps at Bethesda and no 
place else ? 

Dr. Meap. I can only hazard a guess, but 
they needed to come to Congress for some- 
thing and it sounds more reasonable if they 
have an admiral for the Center with a three- 
way command rather than a two-way com- 
mand—in dentistry, medicine, and hospital 
corps. Possibly you know something about 
that. 

Mr. Mott. At Bethesda, who set up this 
separate Dental Corps? 

Dr. MeAp. The Medical Department set 
it up. 

Mr. Mott. And the Dental Corps func- 
tions better at Bethesda than it does at other 
places, because they are a separate unit? 

Dr. Meap. That is right. 

Mr. Mott. Does a dental officer in the 
Navy have any immediate commanding of- 
ficer in the Dental Corps, or is every den- 
tist’s immediate commanding officer a doctor? 

Dr. Meap. Always, except at Bethesda. 

Mr. Mott. Except at Bethesda? 

Dr. Meap. That is right. 

Mr. Mott. Then if the dentist in charge 
of the dental facility in a hospital needs sup- 
plies, he cannot put in his requisition for those 
dental supplies through any dental channel? 
_ Dr. Meap. Yes; he can put the request 
in 

Mr. Mott. Through the dental channel? 

Dr. Meap. No; he puts it in through the 
Medical Department, through the medical 
officer over him. 

Mr. Mott. And if that medical officer says 
he does not need it? 

Dr. Meap. Then he does not get it. 

The Cuatrman. Is not the same thing true 
of every phase of the Navy? 

Dr. Meap. No, sir. 

The CuarrmMan. It is true of the Bureau 
of Yards and Docks. If the commander on 
the Pacific coast in a certain naval district 
wants certain things, he has certain people 
over him to pass on what he wants. 

Mr. Hésart. That is the same way with 
Admiral Moreell. Does he have to go to Ad- 


miral McIntire and ask permission to build 
a ship? 

Mr. Morr. But the person in the Bureau 
of Yards and Docks, his immediate command- 
ing officer, is in the Bureau of Yards and 
Docks; but I imagine that the dentist, from 
what you say, is the only branch in the naval 
service which has an officer as commanding 
officer who is outside of his own profession ? 

Dr. Meap. That is right. 

Mr. Mort. Has there been any complaint 
on the part of the Bureau of Medicine and 
Surgery as to the dental set-up at Bethesda? 

Dr. Meap. I have never heard of any. 

Mr. Morr. Have they ever said it did 
not work properly? 

Dr. Meap. I have never heard of it. 

Mr. Mott. And, in your opinion, it does 
work better than the dental set-up in any 
other place? 

Dr. Meap. We think it is the best plan. 

The CHAIRMAN. Does not the same prin- 
ciple you are advocating here apply to the 
Nurse Corps? Why should it not apply to 
every one of the separate corps now under 
the Medical Corps? 

Dr. Meap. I do not know anything about 
the others; I only know about dentistry. 

The CuHarrMAN. Well, if your contention 
is sound, why should it not apply to each 
one of the four units of the Bureau of Medi- 
cine and Surgery ? 

Dr. Meap. I do not know anything about 
the other branches, as to where theirs is 
different. 

Mr. Morrison.’ Doctor, what your pro- 
fession wishes is that you be permitted to 
practice, as far as it is practical, your profes- 
sion in the Navy just as you do in private 
life ? 

Dr. Meap. Yes, sir. 

Mr. Morrison. And you are asking no 
special privilege about that; you are not try- 
ing to put yourselves over the medical pro- 
fession at all? 

Dr. Meap. No, sir. 

Mr. Morrison. Now is there any state in 
the Union where they have a joint board to 
license doctors and dentists ? : 

Dr. Meap. There is not, sir. 

Mr. Morrison. They practice their pro- 
fessions separately in all of the states? 

Dr. Meap. Absolutely. 

Mr. Morrison. And you simply want to 
go as far in that direction in the Navy as 
you can practically? 

Dr. Meap. We want that in the Navy. 

Mr. Morrison. And without disrupting 
the organization of the Navy? . 

Dr. MeEap. Yes, sir. 

Mr. Morrison. And you do not think 
this bill would interfere in any hurtful way 
with the organization of the Navy. 

Dr. Meap. No, sir. 

Mr. Vincent. Doctor, let us get down to 
a specific case: Suppose you have a battle- 
ship or a cruiser, and the dentist on it wants 
to order a drill, or a filling, or some material 
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to use in his practice: You have no objec- 
tion at all to going to the officer in command 
of the ship? 

Dr. Meap. No, sir. 

Mr. Vincent. But you do not want to 
have to go to the medical officer and ask 
him to give that permission ? 

Dr. Meap. That is right. 

Mr. Vincent. Now suppose the ship comes 
into port and some of your officers want to 
go ashore: Do not they have to go to the 
medical officer to get leave? 

Dr. Meap. It is the only corps in the Navy 
that has to go to another corps. 

Mr. Vincent. You cannot go to your own 
man, but have to go to another profession and 
get permission ? 

Dr. Meap. The dentist has to get per- 
mission of the medical officer and the com- 
manding officer, too; has to go through both 
avenues before he can get leave. And it is 
the only corps that has to go to another corps. 

Mr. Vincent. The statement has been 
made here that this would be a duplication: 
Would this cost the Government any more; 
would your bill make it any more expensive 
to the Government than the way it is now? 

Dr. Meap: How could it; because the fact 
is you would have increased efficiency? And 
if you have iricreased efficiency, you are cer- 
tainly going to have economies enter into that. 

Mr. Vincent. Would it cause any more 
officers to be appointed ? 

Dr. Meap. None. There would be only 
one chance for more officers. The bill calls 
for a rear admiral. At the present time, there 
are two rear admirals in the Dental Corps. 
Both of those men served in the last war and 
were decorated for bravery in service outside 
of their profession. Either one could have 
been retired and, in fact, one was retired and 
was recalled and ‘made an admiral, and the 
other was appointed ‘a rear admiral before he 
was retired. So there are two admirals under 
the Surgeon General now, and they would not 
have need to appoint somebody else. 

Mr. Vincent. So there would be no in- 
crease in personnel ? 


Dr. Meap. Not unless the Surgeon General 
wanted them. 
Mr. Harris. Doctor, some emphasis has 


been placed here on the point you are just 
seeking more authority. As I understand the 
situation, particularly after your explanation 
of the bill, that is not the whole question here 
at all. 

Dr. Meap. No, sir. 

Mr. Harris. In the first place, you would 
still be under the Bureau of Medicine and 
Surgery, under the jurisdiction, authority and 
control of the Surgeon General ? 

Dr. Meap. Yes, sir. 

Mr. Harris. And this proposed Dental 
Corps, as a separate department, could not 
make any move or take any action except with 
the approval of the Surgeon General? 

Dr. Megp. That is correct. 

Mr. Harris_ So that all they are concerned 
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with would only be authority resting in the 
director of the Dental Corps to direct the 
men and women working within the Dental 
Corps, and always subject to the jurisdiction 
and supervision of the Surgeon General? 


Dr. Meap. That is right. It is the ap- 
proach. 
Mr. Harris. Now is not there a little 


question of prestige in this thing? The Den- 
tal Corps has risen to the heights of a great 
profession in this country and I think is 
deserving of the recognition they have gotten 
in civil life. You have 70,000 dentists and 
there are 5,000 in the Navy, and they now 
are relegated to practically a subordinate 
position in their present status. 

Dr. Meap. And are very humiliated. 

Mr. Harris. And part of their desire is 
to get relief from their present subordinate 
position, and to give them a rank which will 
obtain for them the proper prestige and 
standing in their profession; is that right? 


Dr. Meap. Not so much rank, as au- 
thority. 
Mr. Harris. I do not mean rank of the 


indiyidual officer, but I mean the standing 
of the corps as a whole? 

Dr. Meap. That is right. 

Mr. Harris. Now, when you referred to 
their efficiency, which you said was not at its 
full height, you did not mean any individual 
dentist" was not doing the best of which he 
was capable, but you meant, as a result of 
the condition in which they find themselves 
operating, they are not enabled to render 
the best service of which they are capable if 
they were given the proper machinery and 
equipment with which to do it? 

Dr. Meap. That is right. 

Mr. Harris. And if they were given that, 
then your contention is they would be in a 
position to render much better and more 
efficient service? 

Dr. Meap. Yes, sir. 

Mr. Harris. Who makes up the efficiency 
records of the men in the Dental Corps? 

Dr. Meap. The Dental Corps makes them 
up, but it does not know what happens to 
them. They are turned in to the medical 
officer above, and he may change them or 
not change them, according to his own whim. 
And we do not know what happens to them. 

Mr. Harris. In other words, the record 
of the dental service in the Navy is not de- 
termined practically by the head of the den- 
tal service who is in a position technically 
to know whether it is good, bad, or indif- 
ferent; but, in the final analysis, is determined 
by somebody outside of the Dental Corps? 

Dr. Meap. Practically, it is not determined 
by the Dental Corps at all. 

Mr. Harris. What about the question of 
promotions? Does the head of the Dental 
Corps, who knows whether the dentists are 
efficient and are eligible, determine whether 
they shall go up, or does somebody else? 

Dr. Meap. The matter of" promotions 
works very satisfactorily in the Dental Corps 
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by permission of the Surgeon General. But 
it is by permission of the Surgeon General; 
there is nothing in the record or the regula- 
tions for promotions in the dental department 
as there is in the Army regulations. If the 
Navy is satisfied with the dental service, then 
there ought to be some regulations; but the 
things that are being done in regard to pro- 
motions are satisfactory. 

Mr. Harris. Under your proposed bill, 
efficiency records and merit records, so far as 
promotions are concerned, will be matters for 
determination by the head of the dental de- 
partment, who ought to be capable of de- 
termining those matters? 

Dr. Meap. That is right. 

Mr. Izac. Doctor, in the field of disci- 
pline, would it not be better to have the 
head of the dental service at any station, or 
on any ship, direct the activities of the’ junior 
dental officers under him, rather than to have 
them subject to the discipline, perhaps, of a 
junior medical officer over them? 

Dr. Meap. Yes, sir. 

Mr. Izac. I think that, to my mind, at 
least, is the crux of this whole thing—that 
you have here a corps that should not be be- 
holden to another corps of the Navy. And I 
can visualize many instances, where the sta- 
tion is rather large, that dental officers in 
junior grades might be assigned leave by the 
senior dental officer, and interference would 
come from the medical officer in saying, “I do 
not think you had better go ashore today; we 
need you to stand ‘watch over this matter, or 
in this connection.” Has that been brought up 
by the dental officers at all; do they lose any 
discipline? 

Dr. Meap. They would lose the discipline 
not only of the dental officers, but the dental 
technicians. The déntal men have no control 
over their own technicians. 

Mr. Izac. As well as the commissioned 
officers. 

Dr: Meap. That is right. 

Mr. Izac. It would apply right down the 
line, to all the people who assist in dentistry? 

Dr. Meap. Yes, sir. 

Mr. Drewry. Doctor, you have now a 
Dental Corps? 

Dr. Meap. Yes, sir. 

Mr. Drewry. And that functions under 
the Surgeon General? 

Dr. Meap. That is right, sir. 

Mr. Drewry. Of the Medical Corps? 

Dr. Meap. Of the Bureau of Medicine 
and Surgery. 

Mr. Drewry. And now you want to estab- 
lish a dental department. What distinction 
do you make between the two words dental 
“corps” and dental “department”? 

Dr. Meap. The Dental Corps is now under 
the medical department, and we have enu- 
merated all those reasons. If you establish what 
we want, you would have a medical depart- 
ment, and would have a dental department, 
with equal rights, with direct approach to the 
Surgeon General, and the dental department 
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would not have to go through medical lines 
in order to go to the commanding officer to 
the Surgeon General. They will have access 
direct to the commanding officer of the ship, 
hospital, or station—direct to that command- 
ing officer, whether he be a medical officer, 
a captain, line officer, supply officer, or 
engineer. They want a direct approach to the 
commanding officer of the installation and 
from there on to the Surgeon General; but 
they do not have that now. 

Mr. Drewry. That is what I am trying 
to find out. I thought after reading the bill 
I had it fairly clear, but I am a little con- 
fused from your statement. The Dental Corps 
now functions under the Surgeon General? 

Dr. Meap. Yes, sir. 

Mr. Drewry. And your bill provides that 
you would establish a dental department 
which shall function under the Surgeon Gen- 
eral as now provided? I am reading from the 
bill. 

Dr. Meap. That is right. 

Mr. Drewry. So that, regardless of 
whether you have a Dental Corps or dental 
department, it is all under the Surgeon Gen- 
eral of the Navy? 

Dr. Meap. He has the same authority that 
he has now; but, from there on down to the 
installations is where the change is taking 
place. 

Mr. Drewry. That brings us back to the 
Surgeon General who is head of all of it, 
under the bill, as I understand it; that brings 
us back to the question of the authority in 
specific instances: Suppose you had a captain 
in medicine at a station and a lieutenant in 
the Dental Corps, who would have the final 
say as to getting supplies or anything else? 

Dr. Meap. Let me take a specific in- 
stance, for instance at Bethesda 

Mr. Drewry. I mean, suppose the bill 
passes and you have at a shore station a 
lieutenant in dentistry, the Dental Corps, and 
a captain in the Medical Corps, would the 
lieutenant have the final say or would you 
have to come to the captain in medicine? 

Dr. Meap. Let me give you an exact 
illustration: You have at the Medical Cen- 
ter in Bethesda, where you have the Medical 
Department and the Dental Department, you 
may have a captain in the Medical Depart- 
ment, and if you had a lieutenant in the Den- 
tal Department he should be head of the 
Dental Department when he orders supplies; 
the Medical Department would have no juris- 
diction and the Dental Department would not 
have to go through the Medical Department 
of that center; the orders for supplies would 
go to the commanding officer through the 
dental officer instead of having to go through 
a medical officer. And, why should it go 
through the Medical Corps? Why should a 
medical officer have anything to do with den- 
tal supplies? 

Mr. Drewry. What are we going to do 
about military authority, respect for the one 
with the higher rank ? 
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Dr. Meap. Respect to authority; we have 
told you that we would go direct from this to 
the commanding officer, the commanding of- 
ficer of that station, the same as the military 
does for supplies in the Supply Corps. There 
is no difference between what the Supply 
Corps does and what we are asking for under 
this change; you have supplies and accounts 
which is a distinct unit; you have your sup- 
plies and your commissary department which 
are separate and distinct departments, and 
yet those departments come to the same com- 
manding officer, they have to go to the same 
place, to the Bureau of Supplies and Ac- 
counts; and there is no difference in their 
set-up and what we are asking. 

Mr. Rivers. But the Medical Department 
now has charge of installations. 

Mr. Drewry. Let me go back to my 
previous question in connection with your 
reference to Bethesda, which is working out 
satisfactorily under the present law, but let 
us take the case I had in mind: Suppose 
there is an isolated station and you have a 
lieutenant in the Dental Corps, would his 
orders supersede the orders of a captain in 
the Medical Corps? 

Dr. Meap. It supersedes them to the com- 
manding officer only. 

Mr. Drewry. Let us say you have two 
officers and the captain is commander at 
this station. 

Dr. Meap. Then the captain has control, 
if he is the commanding officer, and all we 
are asking is that the dental officer at that 
station be authorized to directly approach the 
commanding officer instead of going through 
the medical officer. 

Mr. Drewry. You would have to change 
the whole set-up? 

Dr. Meapv. You change it only to the ex- 
tent that you go direct to the commanding 
officer. 

Mr. Rivers. Let me interpose a question 
right there. 

Mr. Drewry. In just a moment. Suppose 
there are two captains, one in medicine and 
one in dentistry, which one has control at an 
isolated station? 

Dr. Meap. The one that has control is the 
commanding officer, and that commanding 
officer has to be a line officer, in most times, 
at any event he is going to be commanding 
officer on the ship, station, or hospital. 

Mr. Macnuson. Mr. Drewry is asking 
you about the present system. 


Dr. Meap. In the present system the: 


medical officer has control, absolutely, all the 
way up to the commanding officer. 

Mr. Drewry. Is that not true under the 
language of the bill? 

Mr. Rivers. It simply puts it under the 
commanding officer at the station, instead of 
the ranking man, who may be in the Medical 
Corps. 

Dr. Meap. That is right. 

Mr. Rivers. That is all this does. 

Dr. Mgap. Right. 


The CHatrman. Mr. Mott. 

"Mr. Morr. Although you have two ad- 
mirals, high ranking officers in the Dental 
Corps, as a matter of fact does the Dental 
Corps have any real head? 

Dr. Meap. No; it does not have. 

Mr. Mott. They are out most of the 
time as inspectors of dental facilities. 

Dr. Meapv. That is right, and only get 
over a certain amount of territory. 

Mr. Mott. But the admiral in the Dental 
Corps really comes under the Medical Corps. 

Dr. Meap. And he has nothing to do 
with it. 

Mr. Macnuson. Mr. Chairman, I was 
going to say: 
The CuHarrMAn. What is your question? 

Mr. Macnuson. With the chairman’s per- 
mission, I think there is an inference also 
in the statement that this would not cost the 
Navy any more. I think possibly if you will 
check up on that you will find if you sepa- 
rate the two corps in the Navy it is going to 
cost more. For instance, aboard ship if you 
separate the Dental and the Medical Corps 
they are not going to have the same store- 
room; they will have separate storerooms, 
separate stocks of supplies, although perhaps 
what you mean is that it is not going to call 
for any more officers, but I think you would 
find it would cost samething more. 

Dr. Meap. You would not have any more 
officers, and you have your supplies now 
just the same. 

Mr. Macnuson. But the minute you sepa- 
rate the dentists aboard ship they are going 
to move to another part of the ship and they 
are going to have their own stockrooms and 
are going to have their own quarters. 

Dr. Meap. That would be up to the cap- 
tain of the ship. 

Mr. Macnuson. They are going to have 
their own system, their own technicians, their 
own pharmacist’s mates, and it is going to 
cost more if you separate them. 

Mr. Rivers. Mr. Chairman, may I inter- 
pose by saying that whatever expense is at- 
tached to this bill, if it becomes law, it will 
have to be approved and passed on by the 


‘Surgeon General. 


Dr. Meap. Yes. 

Mr. Rivers. And ail the authority eman- 
ating to your Department must be approved 
by the Surgeon General. 

Dr. Meap. Yes. 

Mr. Rivers. And all the authority which 
you get under this bill and all your procure- 
ments will be made with the consent of the 
Surgeon General, but he will not have to go 
through a medical officer direct, who knows 
nothing about your requirements, and why 
should they be approved by him? 

Mr. Izac. Is it not also true that the 
technicians aboard ship or at the station are 
going to be just about under the same set-up? 

Mr. Rivers. Yes. 

The CHarrman. To sum it up, the main 
objective or purpose of this bill is to get the 
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' Dental Corps from under the Medical Corps. 


Mr. Rivers. Yes. 

Dr. Meap. Partial autonomy, and when 
you get the separate corps, of course, we still 
would have to contact the Surgeon General, 
but not through the Medical Corps. We are 
asking for partial autonomy. 

The CHarrman. And when you get this, 
your next move will be to get from under 
the Surgeon General? Is that correct? 

Dr. Meap. Mr. Chairman, I will tell you 
that I will not myself. 

The Cuarrman. I understand. 

Dr. Meap. And I think that I know the 
members of the American Dental Association, 
and if that occurs it will be the fault of the 
Medical Department, for lack of cooperation. 

The CuHarrman. What disturbs me, if it 
is so sound as to be necessary for you to be 
under the final control of the medical pro- 
fession, at the top, why is it not just equally 
as sound to be under control all down the 
line? 

Dr. Meap. But why should the Dental 
Corps have to go through the Medical Corps 
for its supplies instead of going direct to the 
commanding officer ? 

The Cuarrman. Of course you must bear 
this in mind, that this is a military organiza- 
tion and if it is sound to have it under a 
medical head why is it not sound all down 
the line? That is the thing that is hard for 
me to understand. 

Dr. MEAD. I might answer it in this way, 
with reference to supplies: There are three 
divisions in the Supply Corps—it has three 
divisions; and it is' the same principle, and 
why should the Supply Corps have three dif- 
ferent departments? They all go back to 
the central department and we are not asking 
anything more, the principle is the same. 

Mr. Hésert. Mr. Chairman, I would like 
to ask Dr. Mead a question: Doctor, sup- 
pose you had on a ship or at a station a 
dental officer who happened to be a com- 


mander, and in charge of the Medical Divi-. 


sion you had a lieutenant commander; who 
would have authority ? 

Dr. Meap. The lieutenant commander, at 
the present time. 

Mr. Hésert. The lieutenant commander 
would have authority over the commander? 

Dr. Meap. At the present time; yes. 

Mr. Rivers. I want to ask you one more 
question: Have you written any books on 
this subject of dentistry? 

_Dr. Meap. I have written books on den- 
tistry, but not on this subject. 

Mr. Rivers. You have written books on 
dentistry ? 

Dr. Meap. Yes. 

Mr. Rivers. That are used generally by 
the profession and in the schools? 

Dr. Meap. Yes. 

Mr. Rivers. Into how many languages 
has it been translated ? 

Dr. Meav. Two. 


Mr. Sasscer. Doctor, with reference to 
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the statement concerning circularizing Mem- 
bers of Congress, I want to say that you are 
not branching out into a new field in that 
respect. 

The CwHarrman. Oh, no. Thank you, 
Doctor. 

Dr. Meap. Thank you, Mr. Chairman. 
STATEMENT OF DR. WILLIAM A. GAR- 

RETT, REPRESENTING LEGISLATIVE 

COMMITTEE, AMERICAN DENTAL 

ASSOCIATION 

Tue CHAIRMAN. Members of the committee, 
with your indulgence, as I have been honored 
by having the president of the Georgia Den- 
tal Association brought here to convince the 
committee as well as myself of the wisdom 
of this legislation, I would like to have the 
privilege of asking him to testify now. Dr. 
Garrett, will you come around? We are glad 
to have a distinguished member of the pro- 
fession from Georgia to give us his views on 
this subject. Will you give the reporter your 
name for the record ? 

Dr. Garrett! William A. Garrett. 

The CHatrMAN. Have you any comments 
to make, or any statement concerning the wis- 
dom and justification of taking the dental 
officers in the Navy away from the medical 
officers and giving them carte blanche to 
channel direct to the Surgeon General ? 

Dr. Garrett. Mr. Chairman, I feel that, 
as the spokesman or representative of the 
legislative committee, it would be to the best 
interest, insofar as efficiency in operation is 
concerned, to make this change. 

The Cuarrman. How does the present or- 
ganization impede efficiency? Does it em- 
barrass a dentist to have to go to a doctor 
to get supplies? 

Dr. Garrett. Mr. Chairman, in instances 
of installation on ships, mentioned many times, 
where there is not sufficient provision made, or 
has not been made in installation, to provide 
sufficient equipment, it is felt that has re- 
sulted principally because the medical men 
are not familiar with what should be included 
as a part of the equipment. 

The CxHarrMan. I was also somewhat dis- 
turbed during Dr. Mead’s statement that they 
do not have authority to provide proper fa- 
cilities, and for that reason, if the dentists had 
a free hand to do what they think necessary, 
they would have provided. proper facilities. 
That is a rather serious accusation to be 
made against the Bureau of Medicine and 
Surgery, and I think it is one that should be 
clarified, because that amounts to saying that 
the dentists have failed to get cooperation 
from the Bureau of Medicine and Surgery, 
and if they are made responsible for the 
whole thing do you think they can get more 
cooperation ? 

Dr. Garrett. Mr. Chairman, I think in 
most instances it has resulted through lack of 
understanding of the particular program. Den- 
tists are dealing with different problems and 
in most instances it is simply through lack of 
understanding; there is no willful lack of co- 
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operation but probably a lack of understand- 

ing on the part of medical officers. 

The Cuarrman. We all have the highest 
respect for the dentists, but at the same time 
I think it is a rather broad statement to make 
that you have not received proper cooperation 
from the Bureau of Medicine and Surgery; 
that is a rather serious accusation and I think 
it is encumbent upon you gentlemen to show 
wherein you have failed to get that coopera- 
tion and how by setting you up as a separate 
department you are going to improve the 

Garrett. Because we understand the 

of the profession much more 

fully than a medical man can understand 

them ; we are more familiar with the problems. 

The Cuatrman. Is there anything else you 
want to add, Doctor? 

Dr. Garrett. No. 

The Cuarrman. Thank you. 

Dr. Garrett. Thank you. 

STATEMENT OF CAPT. C. RAYMOND 
WELLS, DENTAL CORPS, UNITED 
STATES NAVAL RESERVE, PRESI- 
DENT, AMERICAN DENTAL ASSOCI- 
ATION 
The Cuarrman. Members of: the commit- 

tee, I would like to call next the president of 

the American Dental Association. Doctor, will 
you come around and give your full name for 
the record. 

Captain Wetits. C. Raymond Wells, Wash- 
ington, D. C., captain, Dental Corps, United 
States Naval Reserve, and president of the 
American Dental Association. 

The CHarrman. Captain, the committee 
will be glad to have you give your views in 
regard to this legislation. 

Captaif Wetis. Mr. Chairman,'I am only 
the president of the American Dental Asso- 
ciation. I have no verbal or written statement 
to make at this time as an officer of the Navy. 

The CuartrmMan. Well, we are going to ask 
you as an officer of the Navy to speak frankly, 
freely, and candidly and to give the committee 
the benefit of your views, both as a civilian 
and in your capacity as an officer in the Medi- 
cal Corps of the Navy. 

Captain Wetis. Mr. Chairman, I would 
like to preface my statement by saying I am 
here with the permission of the Secretary of 
the Navy in my capacity as president of the 
American Dental Association and not in my 
capacity as a dental officer. 

The Cuairman. All right; but we will ask 
you to speak also in your capacity as a dental 
officer because we have a perfect right to do 
that. 

Captain We ts. I see. 

The Cuarrman. As a naval officer, we have 
a perfect right to ask you whatever questions 
we desire to, and we want you to feel per- 
fectly free to speak to the committee in your 
capacity, not only as president of the Ameri- 
can Dental Association but also as a captain 
in the Dental Corps. 

Captain Weis. Aye, aye, sir. 


THE: JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Mr. Rivers. And he can have the assurance 
that there will be no reprisal. 

The Cuarrman. Of course, there will not be 
as to any officer who testifies before a con- 
gressional committee when the congressional 
committee requests it. 

Captain Wetts. Are there any questions? 

The CHairMAn. We want to get your views 
now in reference to the weaknesses of the 
present situation, the present organization. 
What are the weaknesses ? 

Captain Weis. Mr. Chairman, I would 
concur with the presentation of Dr. Sterling 
V. Mead, as representing the opinion of the 
dental officers of the United States Navy. 

The Cuarrman. Wherein lie the weaknesses 
of the present set-up with the Dental Corps 
as it is operating today? 

Captain Wetts. You have a Dental Corps 
created by law. 

The Cuarrman. That is right. 

Captain Wetts. Serving as a part of the 
Medical Department of the Navy. 

The Cuatrman. That is true. 

Captain Wetts. There is no dental depart- 
ment of the Navy as such; a dental officer 
is not called upon by regulations to assume 
the duties of a medical officer, except as may 
be extended in additions or supplements to 
regulations in time of war. 

The dental officer is ordered to a ship, sta- 
tion, or hospital and reports to the command- 
ing officer. He further reports to the medical 
officer for duty assignment; his orders are 
endorsed by the medical officer; he receives 
his assignment, irrespective of his rank, from 
the medical officer of the ship, station or hos- 
pital, as a part of the Medical Department of 
which the Dental Corps is the component 
part; he is assigned to the dental office of 
the medical installation concerned. As such 
he is under the supervision of the medical 
officer, irrespective of rank. Irrespective of 
the rank ef the dental officer or the medical 
officer, if he desires to obtain leave, or sub- 
mit a requisition or anything of that nature, 
reports his daily, weekly, or monthly activi- 
ties and the annual reports the dental officer 
must go through the medical officer before 
such can be forwarded to the commanding 
officer and the bureau concerned. 

The CxHatrman. Then to sum it up, the 
conclusion can be drawn that there is some 
resentment on the part of your profession 
having to be subordinated to another great 
profession. 

Captain We ts. Aye, aye, sir. 

The Cwarrman. You think that your 
knowledge and your care of the health of the 
personnel is of such a high character it should 
be on an equal footing? 

Captain Wetts. Aye, aye, sir. 

The Cuarrman. And, therefore, under the 
present set-up you are not on the same plane, 
the same footing, but you are subordinated 
to the medical profession. 

Captain Weis. Yes; the medical profes- 
sion is in charge of the dental department. 
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The CHatrMAN. What you are requesting 
in this bill is equal recognition to your pro- 
fession that has been accorded to the medical 
profession. 

Captain Wetts. The dental profession de- 
sires a dental department under the Surgeon 
General as there is now a medical department 
under the Surgeon General, and the dentists 
do not wish to be a part of the medical 
department. 

The Cuamrman. Nevertheless, it is a part 
of the medical profession. 

Captain Wetts. No; I beg to differ with 
you; the dentists are not part of the medical 
profession. 

The CHairMan. They are not? 

Captain Wetts. No. 

The CuatrMANn. Do they not have to take 
the same basic course? 

Captain We.is. They take the same basic 
sciences but are not part of the medical 
practicing profession; we are a separate, dis- 
tinct profession, known in science as the art 
and science of dentistry. 

The Cuarrman. And it has no relationship 
in its preparation to the medical profession? 

Captain Wetts. It has similar basic science 
training, yes, but it develops into a separate 
and distinct profession. 

The CuarrmMan. To follow that point out 
about the profession, you mean you specialize 
in a different field? 

Captain Wetits. We have an entirely dif- 
ferent field. 

The CHairman. Yes. 

Captain Weis. You have the two degrees; 
in the first place, if I were a roentgenologist, 
a neurologist, or an otolaryngologist, I would 
have a medical degree, irrespective of the 
specialty and would .come under the medical 
department. The dental officer, however, has 
a D.D.S. degree—doctor of dental surgery 
which is not a medical degree and he is not 
a member of the American Medical Associa- 
tion, nor does he take the same examination 
to qualify for a commission in the Navy. The 
different degree separates him entirely from 
progress in the medical department. 

The Cuarrman. And this bill would give 
him the same equality, the same standing as 


‘is given to the medical profession. 


Captain Wetts. Well, it would give him 
exactly the same standing in the Navy as he 
now has in civilian life, with one exception, 
and the dental profession by and large believes 
that it would be just as well to remain under 
the Surgeon General in the Bureau of Medi- 
cine, but not under the medical officer in the 
field or on the ship or in a hospital. 

The Cuarrman. In other words, your con- 
tention is you ‘want to run the Dental Corps 
separately from any medical officer in the 
field or to channel through the medical offi- 
cer to the commanding officer up to the Sur- 
geon General. 

Captain WeLLs. Yes. 

The Cuarrman. As I said to Dr. Garrett, 
if that is a sound contention to be under the 
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medical head the thing that disturbs me is 
why is it not equally a8 sound to channel all 
the way through down in the field? 

Captain Wetts. In the Bureau of Medi- 
cine and Surgery you have the Surgeon Gen- 
eral who is the commanding officer and we 
look upon him as the commanding officer of 
the Bureau; that is a separate command. A 
dental department, if it is established, would 
be very happy to have the privilege of serv- 
ing under the Surgeon General in the Bureau 
of Medicine and Surgery. However; it is at 
the ship or station or hospital where this 
dental officer has as his superior officer, a 
medical officer, irrespective of rank and his 
requests must be channeled to the executive 
officer, representing the commanding officer 
through the medical officer, and therefore 
they do not enjoy the same privileges of di- 
rect approach as does the medical officer on 
board ship or at a station. 

The CuarrMan. In other words, I gather 
from your statement that the dental officers 
resent and do not want any medical officers 
in the field giving them orders. 

Captain We ts. As a military organization 
in the field, yes; unless so directed by the 
commanding officer at the ship, station, or 
hospital. 

The CuarrMan. At the present time does 
a dental officer with the rank of commander 
resent a medical officer of equal rank giving 
him orders, telling him what he is going to 
do? 

Captain Wetus.: No; that has no bearing 
on the purpose of the bill. 

The Cuarrman. That has a lot of bearing, 
does it not? 

Captain WE ts. It is not a question of rank 
in considering two different departments. 

The CHarrMAN. But that is the whole 
question, is it not? 

Captain Wetits. The question is that the 
Dental Department wishes to be in the same 
category as the Civil Engineer Department, 
Supplies and Accounts; on an equal footing 
with the other staff corps, with the same 
privileges as the Medical Department. 

The CuairMaAn. Well, you say the Engineer 
Corps. There are members of the Engineer 
Corps that have to take orders from line offi- 
cers, of course. 

Captain Wetts. So would the dental offi- 
cers. 

The Cuarrman. And they resent that? 

Mr. Rivers. No; they do not. 

Captain We ts. No. 

Mr. Rivers. They do not resent it; they 
simply want a separate department. 

Captain WELLS. The engineers may have 
a separate department, they go to their ex- 
ecutive or commanding officer of the station, 
who is a line officer; there may be a medical 
officer or a supply officer in command, de- 
pending upon the nature of the command. 

The Cuarrman. Is not all of this agita- 
tion for a separate department contrary to 
the old theory that is now running through 
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the minds of Congress, and running through 
the minds of the department, that is, consoli- 
dation and not breaking off? 


Captain Wetts. That is not our desire. 
I am not familiar with that. 

The Captain. Thank you very much. Any 
questions of the Captain ? 

Mr. Sasscer. I am not quite clear, Cap- 
tain, as to just how it works out in the 
Army. The Army has a separate corps? 

Captain Weis. I am not too familiar 
with the Army set-up, but I can give you 
such information as I have. 

Mr. Sasscer. I understand they have a 
separate dental corps in the army. 

Captain Weis. That is correct. In the 
Army you have a dental corps which is 
headed by a major general in the office of 
the Surgeon General of the Army, and as 
such he has direct access to the Surgeon 
General; he is in charge of the Army Dental 


rps. 

In the Navy you have a chief of the dental 
division in the Bureau of Medicine and Sur- 
gery, and that would be the exception that 
I would point to. So, I would say that the 
Army has a Dental Corps headed by an officer 
in the office of the Surgeon General, with 
direct access to the Surgeon General, with 
no other specialty of any kind over him. 

Mr. Sasscer. Has not the Congress re- 
cently provided for a Pharmacist Corps in 
the Army? 

Captain Wetts. Yes; I believe it did; but 
I am not sure whether the bill was passed or 
not; but I know there was agitation for it. 


Mr. Harris. It passed the House. 
Captain Weis. I am not very familiar 
with it. 


Mr. Drewry. Would you have any objec- 
tion to changing the word “department” in 
the first paragraph of the bill to “corps,” 
establish a Dental “Corps?” 

Captain We.ts. Sir, we have ‘a Dental 
Corps by law; by act of Congress the corps 
is already in existence, but the Dental Corps 
is a part of the Medical Department of the 
Navy, and what this bill, as I understand, 
provides, is that the Dental Corps’ shall be 
under the Dental Department. 

The CHarrman. To sum it up, Captain, 
what you accomplish by this legislation is 


the dental officers are given their freedom” 


from the medical officers except you remain 
under the Surgeon General’s office. 

Captain Wetts. I think the dental officers 
would be delighted to serve under the Sur- 
geon General. 

The CuarrmMan. That is what you accom- 
plish; every one of the 5,000 dental officers in 
the Dental Corps of the Navy could now say 
to the medical officers, ““We are running our 
own establishment; we do not have to take 
orders from you, because we are running our 
own establishment.” Is that not it? 

Captain WeLts.’ We would not put it that 
way. We would say to the medical officer 
that we can go direct to the commanding 
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officer as you have been privileged to do as 
a medical officer. 

The CHarrMan. But you make the com- 
plaint and you show that you now have to 
channel all your requests through somebody 
who does not belong to your profession. 

Captain Wetts. That is, we have to chan- 
nel the requests through the Medical De- 
partment. 

The Cuairman. And they do not belong to 
your profession ? 

Captain Wetts. That is right. 

The CxHarrman. And you want to channel 
your requests through members of your own 
profession. 

Captain Wezts. Yes; to channel the re- 
quests through the commanding officer of the 
ship, station, or hospital. 

The Cuarrman. In other words, you do not 
want to have the doctors telling the dentists 
they cannot have this or that or the other 
thing that you think you are qualified to 
pass on. 

Captain We ts. Aye, aye, sir. 

The Cuarrman. That is the effect of it. 

Mr. Maas. Doctor, who makes up the 
budget; who approves the budget of the Den- 
tal Corps at the stations? 

Captain Weis. It is approved by the 
Medical Department of the station, ship, or 
hospital, and finally is approved by the com- 
manding officer. 

Mr. Maas. And allotments for the Medical 
Department include allotments for the Den- 
tal Corps? 

Captain Wetts. Yes. 

Mr. Maas. And at the stations and ships 
a medical officer is in charge. 

Captain Wetts. Yes; the officer in control 
of Dental Corps allotments. 

Mr. Sasscer. Doctor, in private life be- 
fore you entered the Dental Corps, where 
did you practice ? 

Captain Wetts. I practiced as an officer 
in the Regular Navy for six years. I resigned 
to engage in practice in Brooklyn, N. Y., 
where I practiced until May 20, 1941, when 
I was recalled to active duty'as a Naval 
Reserve officer. 

The Cuarrman. Any further questions? 

Mr. Rivers. I have one question, Mr. 
Chairman. 

Captain, this bill has the unanimous ap- 
proval of the American Dental Association 
and some of the members want complete di- 
vorcement from the Surgeon General with 
which you are not in accord ? 

Captain Wetts. Aye, aye, sir. 

Mr. Rivers. That is, the part which 
would divorce the Dental Department from 
the Surgeon General and you feel the pas- 
sage of this legislation would promote effi- 
ciency and the service of the organization 
will be improved greatly ? 

Captain Wetts. Yes. 

The Cuarrman. But it is your opinion that 
you should remain under this Surgeon Gen- 
eral? 


il 


do as 


com- 
ive to 
ebody 
le 
chan- 
| De- 


ng to 


annel 
> Own 


ie re- 
of the 


lo not 
ntists 
other 
to 


of it. 
» the 
Den- 


the 


P, or 
com- 


>dical 
Den- 


ships 
yntrol 


e be- 
where 


fficer 
igned 
when 
Naval 


3? 


Mr. 


ap- 
ation 
e di- 

with 


vhich 
from 
pas- 
effi- 


ation 


that 
Gen- 


Captain Weis. We are honored and privi- 
leged to serve under the Surgeon General. 

The CHarrman. Thank you very much, 
Captain. 

Mr. Cortez. Mr. Chairman, I want to ask 
Captain Wells if this bill as reported has the 
approval of the National Dental Association 
and all its members; have all the members 
of the association seen this bill ? 

Captain Wetis. Let me give you a little 
background; I think it was perhaps five years 
ago that the resolution was first issued by a 
state society, and it finally came through and 
has been on the table of the same dental 
association for some time. There have been 
successive resolutions entered from other state 
societies and it came to the point where the 
association had to take some action due to 
pressure from other state societies, and it was 
finally presented by the board of trustees to 
the house of delegates of the association, and 
then the delegates authorized the association 
to direct that a bill be drawn, and that was 
done. 

Mr. Core. Do you know who drafted this 
bill? 

Captain Wetts. No; except that I know 
it was presented by Dr. Mead and his legis- 
lative committee, who I: assume had full 
charge of the bill. 

Mr. Core. If the bill is approved by the 
members of this committee with the thought 
of accomplishing what you want to be ac- 
complished, I just hope they are better den- 
tists than they are bill writers, because the 
bill, to my mind, is absolutely innocuous. 

Mr. Rivers. Perhaps it can be perfected. 

Captain WeELLs. We are dentists. 

The Cxarrman. I think all the dentists in 
my district judging from the letters and tele- 
grams I have received, are quite familiar with 
the bill, and I imagine that is true of nearly 
every other member’s district throughout the 
country. 

Mr. Core. They are familiar with the ob- 
gee of the bill, but not familiar with this 
ill. 

The Cuatrman. Thank you very much, 
Captain. 

Captain Weis. Thank you. 

STATEMENT OF PAUL M. CONAWAY, 

OF MACON, GA. 

The CuatrmMan. Members of the commit- 
tee, I would like to, with your indulgence, 
introduce Mr. Conaway, the attorney for 
the dental association for the State of Geor- 
gia. This is the first time I have been hon- 
ored to have a constituent appear before the 
committee. 

I have received a telegram, I think, from 
most of the dentists in the state, and I would 
like them to go in the record, except I do 
not wish them printed at Government ex- 
pense, and I also want to put my answer in. 

Mr. Conaway, you are lawyer for ‘the 
Georgia Dental Association? 

Mr. Conaway. The correct title is director 
of public relations, Mr. Chairman. 

The CratrMan. Public relations? 
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Mr. Conaway. That is right. 

The CxHarrman. You have gotten out of 
the field as legal adviser to the dental asso- 
ciation and are known as public-relations 
adviser. Most of the representatives from 
the labor associations and other organized 
bodies are a little bit different. They are all 
lawyers for them, but when we get to the 
dental association we have no lawyer, but 
a public-relations adviser, and that is your 
arrangement with the association? 

Mr. Conaway. Yes. 

The CxHatrman. Did you draft this bill? 

Mr. Conaway. I did not. I want to ex- 
plain, Mr. Chairman, that I am here more 
as a spectator rather than as a witness. I 
am just here from Macon, and I would like 
to tell the committee that of course the Geor- 
gia Dental Association and the Sixth District 
also have unanimously endorsed this legisla- 
tion, 

The Crarrman. I know they have. Every 
dentist in my district has sent me a telegram 
and I commend Dr. Mead for being so ag- 
gressive. 

Mr. Conaway. Mr. Chairman, I do not 
think I can discuss the technical applications 
of the bill. 

The CuatrMan. Do we have anybody here 
from the Minnesota Dental Association? 

Mr. Maas, I represent the Minnesota asso- 
ciation. 

The CxarrMan. We will put in the record 
a resolution by the Minnesota State Medical 
Association. 

Mr. Maas. I want to point out, Mr. Chair- 
man, that the medical profession throughout 
Minnesota, the medical association as well as 
the dental association, have endorsed the bill. 

(The resolution referred to follows.) 
RESOLUTION BY THE MINNESOTA STATE MeEpI- 

CAL ASSOCIATION WITH REFERENCE TO THE 

ESTABLISHMENT OF A SEPARATE DENTAL 

DEPARTMENT IN THE NAvy 

Whereas there has been introduced in the 
House of Representatives by Congressman 
Rivers a bill known as H. R. 4216 to provide 
more efficient dental care for the personnel 
of the United States Navy through the estab- 
lishment of a Dental Department which shall 
function under the Surgeon General of the 
Navy, and said bill has been referred to the 
House Naval Affairs Committee; and 

Whereas H. R. 4216 has the endorsement 
of the Minnesota State Dental Association and 
the American Dental Association: Now, there- 
fore, be it 

Resolved, That the Minnesota State Medi- 
cal Association, in regular session assembled, 
endorses the principle of the establishment 
of a Dental Department in the Navy, which 
shall function under the Surgeon General, 
the functions of said Dental Department to 
be of such “professional, technical, and ad- 
ministrative nature as pertain to the conduct 
of the naval dental service, including cooper- 
ation with the Medical Department in all 
matters of mutual interest and cognizance,” 
as provided for in said H. R. 4216 and for 
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the provision of such dental personnel as is 
proper under the circumstances; and be it 
further 

Resolved, That a copy of this resolution 
be forwarded to the Honorable Melvin J. 
Maas, St. Paul, Minn., ranking minority mem- 
ber of the House Naval Affairs Committee, to 
the other Members of the Congress from 
Minnesota; to the Surgeon General of the 
United States Navy; and to the council on 
medical services and public relations of the 
American Medical Association. 
STATEMENT OF DR. J. BEN ROBINSON, 

PRESIDENT, MARYLAND DENTAL 

ASSOCIATION 

The CxHarrman. Our next witness is Dr. 
Robinson, of the Maryland Dental Asso- 
ciation. 

Dr. Robinson, you are president of the 
Maryland Dental Association. 

Dr. Rosinson. At the present time, I-am 
head of the dental school of Maryland Uni- 
versity, and I am vice chairman of the Ameri- 
can Dental Association. 

The Cuarrman. What have you to say to 
us about the bill ? 

Dr. Rosinson. I would like to emphasize, 
if I may, Mr. Chairman, the point that has 
been made by the preceding witnesses, and to 
call attention additionally to the professional 
difference between the medical and dental 
profession. 

I shall not take up too much of your time. 
I should like to say that a dentist is a spe- 
cialist in the field of health service; it is not 
a specialty in conventional medicine where 
you think of dentists in terms of having any 
relationship, from the standpoint of a spe- 
cialty in the field of medicine. The dentist 
has long sought closer cooperation and closer 
relationship to the medical profession, but at 
no point in private practice or in public 
relationship does he come into the medical 
profession as such. From the beginning of 
his practice he is in a different organization, 
nationally, state and locally, and from all 
points his.practice is distinct and separate 
from the medical profession. His professional 
requirements are the same—the professional 
requirements are not in the same line all the 
way through, but they are equivalent to medi- 
cine. 

For the first two years of training they are 
very much the same. 

The statement made to you by the Depart- 
ment contains suggestions that to my way of 
thinking are misleading. For instance, refer- 
ence is made to the fact that dentists should 
have training in physiology and pathology. 
Those two subjects are named and I think 
it is only fair for you to know that dentistry 
measures up to medicine in its teachings in 
its professional courses in those respects. 

At the end of the second year of medicine 
and at the end of the second year of dentistry 
the courses begin t6 diverge in all the insti- 
tutions of teaching in the United States, and 
there is no relationship between them in the 
curricula or in the teaching. 
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For example, the school which I repre- 
sent, the University of Maryland, has a school 
of dentistry and we have a school of medi- 
cine, each directly responsible to the admin- 
istrative officials of that university. The school 
of dentistry pays no obeisance to the school 
of medicine; it conducts its own program of 
instruction and training and the men go out 
from the institution ready to serve in the 
general field of health service. 

I make the statements because I feel that 
it should be clearly understood that there is 
a differentiation in private practice because 
it has its counterpart in the bill in the differ- 
entiation in the Navy. 

he only three places which dentists may 
subordinate—I might say are subservient to 
the medical profession, and that is in the 
United States Army, in the Dental Corps of 
the Bureau of Medicine and Surgery, and in 
the United States Public Health Service. We 
have sought diligently to reestablish some 
conditions which have for their purpose 
greater efficiency under a type of self-deter- 
mination, and which is bound to come under 
the circumstances. 

I should like to make a point now with re- 
gard to the origin of this movement. Captain 
Wells has given you some idea of it. I pre- 
ceded Dr. Wells, now Captain Wells, as 
president of the American Dental Association. 

The urge for this movement comes from 
men in the Navy, dental officers in the United 
States Navy all over this world. I have scores 
and scores of letters requesting me, as presi- 
dent of the American Dental Association 
last year, to increase the activities of the 
American Dental Association in achieving the 
passage of this bill to effect complete sep- 
aration. hat demand was so great that 
under my presidency last year I urged the 
house of delegates to give no thought to 
complete separation because I believe that 
the American Dental Association could work 
out the problem within the Bureau of Medi- 
cine and Surgery of the Navy. 

I am heartily in favor of this bill and I 
want to say to you that the American Dental 
Association has been charged with playing 
politics, and I am frank to say to you that 
we do. I imagine that is not foreign to the 
members of this committee. 

The Cuairman. Not to this committee. 

Dr. Rosinson. Except to this committee. 

The Cuatrman. It is not foreign to this 
committee. 

Mr. Sasscer. And I imagine it is not for- 
eign to the American Dental Association. 

Dr. Rosinson. I think you will find it in all 
organizations. 

At any rate, the thought is to achieve these 
purposes in the interest of the common good, 
and that is all we want. 

Now, I think that a line of commissions 
can be established between the Dental Corps 
and the Medical Corps in the Navy, Bureau of 
Medicine and Surgery, without injury to 
medicine and with tremendous good to den- 
tistry. 
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I am not privileged, Mr. Chairman, to 
mention names here, but I have seen instances 
and I have had many communications con- 
cerning installations where changes have been 
made in the commanding medical officers, 
where they have said they wished to do cer- 
tain things which would be beneficial where 
some of the medical men took a position op- 
posite, where suggestions have been com- 
pletely nullified. They say they are unable 
to make any progress because of lack of 
sympathetic understanding and lack of un- 
derstanding as to the needs. 

Now if it were necessary that that should 
be done, perhaps we could get along in the 
same manner as we have carried along, but 
it is not necessary. 

The question was raised with regard to 
the situation in the Dental Corps of the 
United States Army. I have had some ex- 
perience with that institution. As president 
of the American Dental Association a condi- 
tion was found that required investigation 
and I was one of those chosen to conduct the 
investigations. We found that the difficulty 
that the Dental Corps of the United States 
Army was encountering lay in the fact that 
the medical officer was in charge of supplies 
and where the needs of dentistry was as much 
as nine months behind, and the needs for 
the other nine units in the various divisions 
was no more than thirty days behind. Den- 
tistry had been disregarded in the stress un- 
der which they were working and found it- 
self in the position where it was unable to 
meet the duty which was imposed upon it. 
That must be borne in mind when you are 
considering the technical operation of the 
duties. 

We are asking for the authority, we want 
the authority, not because of any vanity on 
the part of the dental profession, but because 
we believe it is necessary in the winning of 
this war. We believe that it will be helpful 
to the services that are being rendered to the 
young men now in the Navy. 

We are acting here for the people who 
are back of us when I say to you that many 
of the people wanted complete separation. 

The CuHarrMan: There is no question of 
promotion involved in this? 

Dr. Rosinson. I beg your pardon. 

The CHarrMAN. There is no question of 
promotion involved in the proposed legisla- 
tion? 

Dr. Rosinson. I do not think promotion is 
the primary purpose of it at all. 

_ The Cuarrman. The control of promotions 
is still vested in the Department? 

Dr. Rosinson. Mr. Chairman, I would 
have to admit a lack of knowledge on the 
mechanics of the Department. 

The Cuatrman. You are advocating it be- 
Cause in your opinion it would improve the 
morale of 5,000 officers in the service. 

Dr. Rosinson. I think it will help morale 
and I think it will improve the service. 

The Cuarrman. Thank you very much. 
Any questions? 


Mr. Maas. What advantage would result 
in having a separate corps, separate dental 
corps, under the, Bureau. of Medicine and 
Surgery? Why would it not be a better 
set-up to have a Dental Corps of the Navy? 
What is the advantage of remaining under 
the Surgéon General ? 

Mr. Rosinson. Dentistry has always sought 
a closer cooperation with medicine because 
they are both interested in health service and 
both are interested in the individual. We do 
not want to be separated from the medical 
organization or from its administration be- 
cause we believe it will bring us greater effi- 
ciency. What we are after is to get the type 
of separation that will make it possible for 
the Dental Corps to operate under conditions 
of autonomy, that will allow them tg main- 
tain their standards of practice in the Navy 
or in the Army, as they do in private practice. 

Mr. Maas. Is it your conception that at 
a naval station or on a naval vessel the senior 
dental officer would be the commanding officer 
of the dental department on that ship? 

Dr. Rosinson. I would imagine that he 
would because of his familiarity with the 
needs, and I would say “Yes,” that the au- 
thority should be vested in the commanding 
dental officer for the things pertaining to 
dentistry. 

Mr. Maas. You made a general statement, 
and a very good one, but we are dealing with 
special legislation and we want to know the 
mechanics of the proposed set-up. Is the 
thing that you are driving at to have the 
dental officer, the senior dental officer, at a 
station or aboard ship become his own com- 
manding officer of his own unit, or just what 
type of recognition are you seeking to secure 
by having a separate dental department as 
distinguished from the Medical Corps? 

Dr. Rosinson. The impression—and I ad- 
mit some familiarity with that organization— 
is that we do want authority over the finan- 
cial department, authority over supplies, par- 
ticularly of supplies, because that has caused 
a great deal of trouble in having to pass 
through the hands of the medical officers. 
The medical officer is thinking in terms of 
medical needs and not always in terms of 
dental needs; and please bear in mind, inso- 
far as I am able to learn from studies I have 
made, there is no medical school in the 
United States that teaches dentistry and no 
dental school that teaches medicine—no medi- 
cal student comes out with any knowledge of 
dentistry. 

There is a lack of knowledge, a lack of sym- 
pathetic understanding, a lack of appreciation 
which is important to dentistry; therefore the 
man who must be placed in charge of den- 
tistry needs to know what is required; and 
I would say that the dental profession, that 
it should be provided that the Dental Corps 
should have that responsibility. 

Mr. Maas. I am not going to oppose this 
bill, but I am impressed with the thought 
that a complete separation deserves consider- 
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ation, but I am going to support the bill as it 
is drawn. 

The CHarrMan. 
Doctor. 

Mr. Sasscer. Dr. Robinson, the great 
University of Maryland, of which we are 
all so proud, does not require that the den- 
tal students go through the medical school, 
or have any contact with it at all? 

Dr. Rosrnson. We are on the same footing 
in the University of Maryland as the school 
of medicine. 

Mr. Sasscer. That is true. What do you 
think would be the result if the requests for 
supplies and procurement of services had to 
go through the medical department of the 
school? 

Dr. Rosinson. Well, I do not think it 
would last very long. 

Mr. Mort. Doctor, you said you had 
talked to a great many dental officers about 
this proposed legislation and had received let- 
ters from many of them. 

Dr. Rosinson. Yes. 

Mr. Mott. Have you talked to any den- 
tal officers or received any letters from any 
dental officers who are opposed to the legis- 
lation? 

Dr. Rosinson. No. 

Mr. Morr. Do you know of any who are? 

Dr. Rosinson. I do not. 

Mr. Harris. Doctor, there are certain in- 
stances in which patients are wounded in 
action where both a doctor and a dentist have 
to administer to them. 

Dr. Rosinson. Yes. 

Mr. Harris. Would this proposed set-up in 
any degree facilitate against the necessary 
sympathetic cooperation between the physi- 
cian and the dentist in such a case where the 
patient needed the services of both? 

Dr. Rosinson. I think it would improve it. 

The Cuatrman. If you have unity of com- 
mand who would be in charge? 

Dr. Rosinson. I think there would be no 
difficulty there. Of course, the dental officer 
would naturally defer to the medical officer 
on matters pertaining to medical needs, just 
as I think the medical officer would be glad 
to defer to the dental officer in fields in 
which his knowledge is valuable, just the 
same as they do in private life where you 
find cooperation between the medical and the 
dental profession. 

Mr. Harris. I see no reason why there 
should be any clash of authority which would 
militate against the service. 

Dr. Rosinson. I practiced dentistry for 
twenty-six years. and I cooperated closely 
with the surgeons and physicians in my city 


Thank you very much, 
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and I cannot visualize any difficulty that 
would be encountered in the naval service, 

The Cuatrman. Mr. Mott. 

Mr. Morr. Doctor, I would like to get 
your comments on one paragraph on page 2 
of the report which appears in this language: 

It has been the policy of the Navy Department to 
add to the professional qualifications of dental officers 
by giving them postgraduate instruction in plastic sur- 
gery of the face, advanced instruction in pathology, 
and postgraduate study in all forms of anesthesia and 
advanced first-aid. This has contributed to the useful- 
ness of dental officers in battle organization. 

Dr. Rosinson. Yes. 

Mr. Mott. Would the enactment of this 
bill interfere in any way with the program 
mentioned in the second paragraph on page 2 
of the report of the Secretary of the Navy. 

Dr. Rosinson. The language of that state- 
ment suggests to me the intimation that it 
provides something that the dentists have 
not had before. That is not true. The dentist 
has that as a part of his undergraduate 
course. 

Mr. Mort. Plastic surgery ? 

Dr. Rosinson. He has it in his demonstra- 
tion work and in his training and plastic sur- 
gery for dentists is as advanced in that line 
as it is in the medical line, so far as training 
goes. 

Mr. Morr. I understand it is. 

Now the statement says— 
by giving them postgraduate instruction in plastic sur- 
gery of the face and advanced instruction in pathology. 

Dr. Yes. 

Mr. Morr. And this would contribute to 
the usefulness of the dental officers in battle 


organization. 
Dr. Rostnson. Yes. 
Mr. Mott. Now what I am asking is 


whether the enactment of this bill would in- 
terfere with the program mentioned in this 
statement. 

Dr. Rosinson. No; it could not interfere 
with it at all. I do not see how there could 
be any possible interference with it. It 
might on the other hand, improve it, and 
with these proceedings, I believe it is the 
policy of the Navy with respect to the dental 
and medical officers, to give them advanced 
training. 

In dental practice and medical practice, 
the purpose is to help the wounded and in- 
jured, and manifestly there are certain phases 
of it where the dentist can render greater 
sevice. 

Mr. Morr. You think the change proposed 
here would not interfere with that? 

Dr. Rosinson. No. 

The CxHarrman. Thank you very much, 
Doctor. 

Dr. Rostnson. Thank you. 

(To be continued in May issue) 
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ttle FEDERAL FUNDS FOR DENTAL HEALTH EDUCATION 
AND CARE 
_ In 1939, the House of Delegates of the American Dental Association approved a 
three-point program through which dentistry could participate in a broadened 
fere national health program. This program was based on (1) intensified dental research . 
— to secure more information regarding the causes of dental disease, thus making 
and preventive measures more effective and eventually decreasing the amount of dental 
the disease; (2) a national program of dental health education to motivate people to 
ue utilize present methods of prevention and control of dental disease, and (3) programs 
for dental service, particularly for children, since prevention and control measures 
ice, are most effective in this age group. 
wend After a lapse of six years, this program has been translated into legislation, which 
ater is now pending before Congress. On January 10, Sen. James E. Murray, Montana, 
oil introduced a bill authorizing the appropriation of $1,730,000 for intensified dental 
research.* On February 16, Rep. Philip Traynor, Delaware, introduced a bill to pro- 
a vide $7,000,000 for dental health education and care.¢ Both of these bills will have 


the active support of the American Dental Association. 

The bill for dental health education and care is based on the.principle of providing 
funds through federal ‘grants to the states in accordance with the individual needs 
of the states. Under such a system, a large measure of control over the design and 


*See J.A.D.A., 32:231, February 1, 1945. 
tSee J.A.D.A., 32:383, March 15, 1945. 
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content of the program is retained at the state and local levels, a principle to which 
the American Dental Association has been committed for many years. A system of 
federal grants to the states for health purposes was also given approval by the 
Pepper Committee of the Senate recently in its recent report on wartime health 
and education.{ 

If the dental health education and dental care bill is passed by Congress, one 
of the greatest handicaps to more effective dental programs—the lack of funds— 
will be partially overcome. Out of expanded programs operating in state and 
communities under widely differing conditions will eventually come the experience 
and knowledge that will be influential in preparing Jarger plans, to meet more and 
more of the dental needs of the country. 

The passage of these two bills will mark an important point in the effort to 
improve the dental health of all of the people; but legislation alone will not be 
effective in achieving the greater goals that must be reached. Legislation must be 
supplemented by vigorous, enterprising effort on the part of all who bear the 
responsibility for dental health. The role of the dentist and of the dental society 
is clear. 

The dental resources of each community must be appraised by a scientific survey 
of personnel and facilities. 

Dentists and dental societies must participate in a nationwide program to dis- 
seminate knowledge of public health dentistry and methods. 

Each state and community should establish its own council on dental health, 
which shall have as members representatives of all groups that are interested in 
dental health. 

The dental division of the state health departments should be strengthened so 
that it will have the funds, personnel, authority and program to work actively 
toward improved dental health. 

When the two federal bills are passed, dentists and dental societies should insist 
that their own states make use of available funds, particularly for dental health 
education and dental care for children. 

Experimental programs should be designed and initiated at once to meet the 
specific needs of the state and community. 

Through this combined process of legislation and constructive effort on the part 
of all dentists and dental societies, a realistic approach will be made to this complex 
problem. It will also aid in forestalling undesirable legislation and programs, and, 
more important, it will finally bring to accomplishment an authentic national 
program for improved dental health. 


DENTAL PICTORIAL 


The first issue of Dental Pictorial, a dental magazine for the laity that was to have 
been published March 1 by the American Dental Association, has been postponed 
owing to the critical wartime shortage of paper. This will be a matter of disappoint- 
ment and regret to the Bureau of Public Relations, which sponsored the enterprise, 
and to the hundreds of dentists and dental societies that had taken part in the pre- 
liminary planning. It is to be hoped that, when wartime restrictions have been lifted, 
this project of supplying dental health education to the public can again be initiated 
to meet a great national need. 


$¢J.A.D.A., 32:270, March 1, 1945. 


EDITORIALS 


THE ARMY DENTAL CORPS 


The months that followed the declaration of war by this country immediately 
focussed attention on certain lacks and deficiencies in the regulations governing 
dental officers and the Army Dental Corps. Not long after, as the Army Dental 
Corps began its unprecedented task of preparing millions of men for combat, these 
lacks were recognized by many dental societies, dental officers and civilian 
dentists. Vigorous protests on the part of the American Dental Association 
and other organizations were mét with bland assurances that (1) conditions had 
been overstated; (2) no official evidence was at hand to prove the case, and (3), 
even if there was, nothing could be done about it as long as the war continued. 

It is good, even at this late date, to see that this basic problem has finally been 
recognized by those who are in the best position to do something about it. In a 
statement published elsewhere in this issue, Maj. Gen. Robert H. Mills, Chief of 
the Dental Division, announces that Army regulations are being revised to 
“erase” the primary objections now raised by many with reference to the Medical 
Department.” 

These “primary objections,’ which have been heard for more than three years 
now, are too well known to every dental officer to need much rehearsal here. They 
include the unfavorable status occupied by officers of the Dental Corps with respect 
to the officers of the Medical Corps; the difficulty of dental officers in securing pro- 
motion earned by merit and justified by function; the assignment of responsibility 
without a compatible assignment of authority; the illogical procedures that allow 
purely dental problems to come under the survey, revision and veto of medical offi- 
cers; the unjustifiable interference of one corps in the professional affairs of another ; 
the discrimination in regard to rank. 

These difficulties are subject to two remedies: (1) the revision of departmental 
regulations and (2) legislation. The first would bring about relief by granting to 
the Dental Corps the rights and functions that have been arbitrarily withheld by 
regulations of the Medical Department. The second would compel such relief at 
the direction of Congress and might result in the separation of the Dental Corps 
from the Medical Department. There is still some valid debate as to which of these 
actions will produce a more efficient dental service for Army personnel. 

In his statement, General Mills strongly favors the revision of departmental regu- 
lations rather than legislation because, he says, “legislation which would force an 
autonomy. for the Dental Corps at this time would result in a false gain.” Without 
entering into a discussion of that viewpoint, it can now be said, at least, that the 
attitude of General Mills and of the Medical Department is clear. 

Many will wonder, of course. Why are problems formerly ignored now admitted 
to amount to a “controversy of major proportions”? Why were three years and 
more allowed to elapse before it was discovered that only departmental regu- 
lations, and not legislative acts, created and perpetuated these inequalities? Why, 
if a revision of regulations is to-be preferred to legislation, was this not accomplished 
long before this time since nothing more than willingness and initiative were needed 
to solve the problem? 

The answers to those questons will be interesting, but not decisive. If General 
Mills now feels that he can correct all inequalities in the Dental Corps, he should 
be given an opportunity to demonstrate this belief. Legislation should be held briefly 
in abeyance until it can be determined whether the changes will be mere tokens 
to dissatisfaction or an actual solution of the problem. 
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This promise of revision must not be used to delay for too long a time those basic 
changes that are so urgently needed. The Dental Division should press for an im- 
mediate and effective revision so that relief can be secured while thousands of 
dental officers are still in the service of their country. If this revision succeeds in 
bringing about fundamental corrections, the dental profession will welcome this very 
great contribution to the efficiency of the Army Dental Corps. If not, the American 
Dental Association, in accordance with the instructions of its House of Delegates, 
will vigorously urge legislation to bring about the desired changes without further 


delay. tl 
0! 
FELLOWSHIP IN DENTAL AND ORAL PATHOLOGY 4 


In keeping with the policy that led to the establishment of fellowships at the 
National Bureau of Standards and at the National Institute of Health, the Amer- 
ican Dental Association has recently established a new fellowship in dental and 
oral pathology with the American Registry of Pathology at the Army Institute of 
Pathology, Army Medical Museum, in Washington, D. C. These fellowships are 
supported financially by funds from the Association and are designed to provide a dl 
continuing program of research into specialized dental fields. 

The new fellowship, which is open to graduates of recognized dental schools and 


which pays an annual stipend of $2,000, will afford advanced training in dental : 

and oral pathology. It will provide an unusual opportunity for any dentist who P 

wishes to prepare himself for a career in dental education or research. In this way, . 
the fellowship will serve as a training ground, that highly trained men may be 

available to serve the profession as teachers and educators. f 
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ASSOCIATION ACTIVITIES 


Mayor GENERAL MILts PREFERS CHANGES IN REGULATIONS TO LEGISLATION 
to Correct INEQUALITIES IN DENTAL Corps 


Legislation to improve the status of 
the Army Dental Corps is “not essential 
or even desirable,” according to a state- 
ment issued by Maj. Gen. Robert H. 
Mills, Chief of the Dental Division, “pro- 
vided significant changes can be made 
with the existing laws through a modi- 
fication of the present accepted Army 
regulations.” 

General Mills, who issued his state- 
ment February 15, to “assist in clearing 
the position the -Dental Division has 
taken toward the question of auton- 
omy for the Army Dental Corps,” also 
indicated that a revision of Army regula- 
tions governing the Dental Corps was 
now under way. 

The text of General Mills’ statement 
follows: 

A controversy of major importance has 
arisen in certain circles of the 
Dental Association, pertaining to the present 
and future status of the Army Dental Corps. 
There are those who believe that all prob- 
lems can be solved, and that all personnel 
associated with the Corps will attain undis- 
puted equitable consideration, in accordance 
with the desires of dentistry, through the 
medium of federal legislation. Then there 
are those who desire, through legislative 
channels, to divorce themselves 
Medical Department. 

It is my opinion that legislation is not essen- 
tial or even desirable, provided significant 
changes can be made with the existing laws 
through a modification of the present ac- 
cepted Army Regulations. General Kirk, the 
Surgeon General, has given the Dental Divi- 
sion a free hand in the direction of its policies 
and personnel. Every cooperation and as- 
sistance has been afforded the dental staff in 
the Surgeon General’s Office, and if a com- 
parable relationship “could be obtained 
throughout all the channels of command, the 
primary objections now ‘raised by many with 
reference to the Medical Department would 


American 


from the 


be erased. General Kirk is fully cognizant 
of the administrative problems in some of 
the lower echelons of command, and accord- 
ingly plans for a change in Army Regula- 
tions are now under way. It is believed that 
the proposed change in Army Regulation, if 
approved, will accomplish more over a period 
of time than if forceful legislative methods 
are employed. Since Dentistry is a_ pro- 
fession with its primary objective directed 
to the preservation of health, and since Den- 
tistry must work with Medicine for the best 
interests of the war effort, legislation which 


would force an autonomy for the Dental 


Corps at this time would result in a false 
gain. 

It is my hope that those in the profession 
who are committed to the belief that legisla- 
tion is the only solution to the future welfare 
of the Corps will first evaluate the results 


obtainable through a change in Army Regu- 
lations before the enactment of laws is at- 
tempted. 

The above letter is submitted to you for 
publication in THe Journat. It is believed 
these comments assist in clearing the 
position the Dental Division has taken toward 
the question of autonomy for the Army Den- 
tal Corps. 


will 


CONFIRMED 
AS BRIGADIER GENERAL 


The Senate confirmed the nomination 
of Col. Rex McK. McDowell as briga- 
dier general February 12. General Mc- 
Dowell is the third dental officer to 
reach this rank. He is on duty at the 
Office of the Surgeon General, Wash- 
ington, D. C. 

The Medical Department now has 
more than forty general officers on the 
active list. Two of these officers are 
members of the Dental Corps. 
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DENTAL EDUCATION 


ELLENDER INTRODUCES BILL TO ProvipE More DENTAL STUDENTS FOR 
EssENTIAL NEEDS BY Mivitary RELEASES AND DEFERMENTS 


A bill “to authorize the release of per- 
sons from active military service and 
the deferment of persons from military 
service, in order to aid in making pos- 
sible the education and training of phy- 
sicians and dentists to meet essential 
needs” was introduced into the Senate 
by Sen. Allen J. Ellender, Louisiana, 
February 26. The bill has been referred 
to the Committee on Military Affairs. 

In introducing the bill, Senator Ellen- 
der said: 


Because of the discontinuance of the Army 
Specialized Training Program and the Navy 
V-12 programs for the training of medical, 
dental, premedical and predental students, 
Congress is confronted with a most pressing 
problem. Except for a few students to be 
enrolled in the freshman classes of 1945 
in the medical and the dental schools, these 
training programs have ceased to admit any 
new students. Therefore, the Congress must 
provide a method of enabling young men to 
be trained for the practice of medicine and 
dentistry. This is a manpower problem of 
the present moment only, because a critical 
shortage of doctors and dentists after 1948 
must be anticipated and can only be pre- 
vented by action taken now, before Sep- 
tember 1945.... 

There are over 21,000 dentists in the Army 
and Navy today. Both services are ade- 
quately manned in their respective Dental 
Corps. There is no reason to expect that 
any more dentists need be drafted or that 
any more than those military training pro- 
gram students now enrolled in dental schools 
will be required for military duty. 

There are about 52,000 practicing dentists 
in civilian life today. Approximately 2,000 
are lost annually by death or retirement. 
There is little prospect that the number can 
be materially increased during the next five 
years except by dental school graduations. 


It is estimated that no more than 500 den- 
tal students can be procured for the 1945 
admitting class, from IV-F’s, veterans and 
women. As*I previously indicated, 2,400 were 
enrolled this year. This means that at least 
1,500 more, must be procured from other 
sources. It is therefore provided that 1,750 
students may be annually deferred; and this 
group shall be selected from not more than 
3,500 who may be deferred for the predental 
training. 


PROVISIONS.—The bill (S. 637) makes 
the following provisions. relative to den- 


tal and predental students: 


1. The President is authorized to release 
from active duty in the armed forces men 
who have completed more than one year of 
honorable service during this war and who 
haye satisfactorily completed a substantial 
portion of their dental or predental training. 
This release is conditioned upon the stu- 
dent’s acceptance by an accredited school. 

2. The President is authorized to defer 
training and service under the Selective Serv- 
ice Act for those men who are enrolled in the 
dental and medical educational programs, 
subject to the following restrictions: 

(a) The number of men deferred for the 
first year of predental education shall not 
exceed 3,500 at any one time. 

(b) The number of men enrolled in the 
program for the purpose of permitting them 
to pursue second-year predental education 
and training shall not exceed three thousand 
five hundred at any one time prior to the 
end of the third month of the academic year 
and shall not exceed one thousand seven hun- 
dred and fifty at any one time after the end 
of the third month of the academic year, and 
after the end of such third month shall not in- 
clude any one who has not been accepted for 
admission to the earliest subsequent entering 
class of an accredited dental school following 
the satisfactory completion of such second 
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year predental education and _ training. 

(c) No man will be enrolled in the pro- 
gram to permit him to pursue predental edu- 
cation for more than two years. 

(d) The number of men permitted for 
the four years of dental education shall not 
exceed 1,750 in each class at any one time. 

(e) The limitation on the number of men 
enrolled in the program will not be a limi- 
tation on the total number of students who 
may be enrolled in dental and predental 
schools. 

(f) The number of men deferred for two 
years of predental education will be allocated 
by the President to the states on the basis of 
the 1940 census. 

(g) Representatives of accredited schools 
shall be consulted and their services may be 
utilized in seletting the students. 

(h) No man who fails to make satisfactory 
progress in his education and training will 
be permitted to continue in the program. 


Navy RuLEs on CoMMISSIONS 
For YounG V-12 GraDuUATES 


The commissioning of dental and 
medical students who are under 21 
years of age at the time of their gradua- 
tion from professional school under the 
Naval V-12 program was the subject 
of a recent release* by the Bureau of 
Naval Personnel. ’ 

The text of the release follows: 


As a result of the accelerated academic pro- 
grams for medical and dental students in 
the Navy V-12 Program, it is anticipated 
that a limited number of such men will com- 
plete the requirements for graduation from 
medical or dental schools prior to their hav- 
ing attained the age of 21. As the laws of 
practically all the states require that appli- 
cants for license to practice medicine and 
dentistry be 21 years of age, it is considered 
highly desirable that such a requirement be 
maintained by the Medical Department of 
the Navy. 

Therefore, in the event that a medical or 
dental student in the Navy V-12 Program 
completes his professional academic training 
before he attains the age of 21, he will be 


*Navy V-12 Bull. No. 273. 


commissioned as Ensign H(P) (probationary) 
on graduation and will be assigned to active 
duty under the cognizance of the Bureau of 
Medicine and Surgery or, at his request, he 
may be released from active duty status until 
he has reached the age of 21. The services 
of such Ensigns H(P) assigned to active 
duty in the Navy will be utilized in labora- 
tory work or in other duties not involving 
actual medical or dental treatment until 
they become 21 years of age, at which time 
they will be eligible for appointment as Lieu- 
tenants (jg) (MC), U. S. Naval Reserve, or 
Lieutenants (jg) (DC), U. S. Naval Reserve, 
and assignment to intern training or to gen- 
eral duty. 

At the time recommendations for appoint- 
ment to commissioned status on completion 
of requirements for graduation from medical 
or dental schools are forwarded in conform- 
ance with the requirements of reference (a), 
the commanding officer should recommend 
any man who will not have reached his 
twenty-first birthday for appointment as En- 
sign H(P) rather than Lieutenant (jg) (MC) 
or (DC) and, if the student wishes to exercise 
the privilege of requesting inactive duty, such 
written request will be forwarded by the com- 
manding officer to this bureau via the Bureau 
of Medicine and Surgery. 


East AND CRAWFORD NEw DEANS 


AT COLUMBIA AND MINNESOTA 


Bion R. East has been named associate 
dean of the School of Dental and Oral 
Surgery, Columbia University, and Wil- 
liam H. Crawford has been appointed as 
dean of the School of Dentistry, Univer- 
sity of Minnesota. 

Dr. East, who is assistant professor of 
public health practice.at Columbia, suc- 
ceeds Houghton Holliday. He is a grad- 
uate of the School of Dentistry, Univer- 
sity of Michigan, 1908. Dr. Crawford, 
after serving six years as dean of the 
School of Dentistry, Indiana University, 
returns to the University of Minnesota, 
from which he was graduated in 1923. 
He succeeds William F. Lasby, who has 
reached retirement age. 
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PRESIDENT’S MESSAGE 


PRESIDENT SCHERER URGES DENTAL SOCIETIES TO 
EsTABLISH PROGRAMS FOR VOCATIONAL GUIDANCE 


Dentistry, as a health service profes- 
sion, stands at the threshold of its great- 
est achievement. Throughout its his- 
tory, the profession has never lost sight 
of its responsibilities to the people whom 
it serves. By every professional means 
available, the aims and objectives of the 
services of the profession have been 
called to the attention of lay educators 
through educational channels by the 
American Dental Association. Through 
dental: health education, the public has 
been awakened to the need for better 
mouth health. In a short space of time, 
dentistry has arisen to heights in the 
field of mouth health treatment far be- 
yond that it had been expected to 
attain in the beginning. The need for 
dental health service by the people prob- 
ably has not increased since the estab- 
lishment of the first school of dentistry 
in the United States. Rather, we have 
come to recognize the values of the 
service that is rendered by dentists. Rec- 
ognition of the service rendered by den- 
tists is widespread. Now we hear pro- 
posals for a dental health service that 
is all inclusive. 

It is important that the profession 
recognize the significance of these pro- 
posals. The question’ arises as to how 
we can provide a sufficient number of 
dentists to direct the programs that are 
proposed and to render the service that 
will be necessary. Before dentists began 
enlisting in the armed forces, it was rec- 
ognized that it would be necessary to 
increase the enrollment in the dental 
schools in the United States, so that an 
increased number of properly educated 
dentists could be graduated to meet the 
need for better dental health service. 


SHORTAGE.—It is recognized that an 
alarming shortage of dentists exists and 
that this shortage of dentists will increase 
rather than diminish, since a great num- 
ber of dentists will elect to remain in 
service. Too, the dental services that 
have been rendered to the enlisted man 
will lead him to seek dental service 
after he is discharged. 

The emphasis that has lately been 
placed by groups other than the dental 
profession on the need for dental health 
services on a broader base has focused 
the attention of a great number of peo- 
ple on the need for better health service 
for children and industrial workers. 

It is apparent that the enrollment 
in dental schools must be increased. The 
possibilities for service in the dental pro- 
fession are unlimited. Great numbers of 
young men and women must be made 
aware of these opportunities. Each year, 
there are thousands of young men and 
young women who aspire to a life work 
that will permit them to serve their fel- 
lowman in the field of health service. 
These young men and young women 
enter college to prepare for a career in 
medicine. The majority are not aware of 
the opportunities for service that are 
available to them through the medium 
of dentistry. 

ADEQUATE SERVICE.—Proper and ade- 
quate dental service for the people of 
the United States is a responsibility of 
the dental profession. It is our respon- 
sibility to see to it that young men and 
young women who are interested in a 
health service profession become ac- 
quainted with dentistry as a vocation. 
If members of the American Dental 
Association would assume the responsi- 
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bility for interesting some young man or 
young woman in the study of dentistry, 
within a short while the number who 
would apply for admission to the dental 
schools would exceed the places that are 
available. This could result in an im- 
provement in the quality of the can- 
didates who were accepted by the dental 
schools. 

Dentistry as a companion profession 
to medicine in the health service field 
offers to young people comparable op- 
portunities. Today, the services of the 
ophthalmologist as an eye physician, the 
otologist as an ear physician, the cardi- 
ologist as a heart physician, the dentist 
as a mouth physician and the other 
specialists in the health service field are 
accepted by the people as a definite 
need in their everyday life. 
GUIDANCE. — Young  people’s 


needs to be directed toward dentistry, 
since they are usually not aware of the 
close relationship that exists between 


medicine and dentistry. No one can 
doubt that the number of dentists that 
will be needed in the United States will 
increase with each succeeding year. 
Since a minimum of six years is required 
to educate a dentist properly, it is essen- 
tial that immediate action be taken. 

A few states have inaugurated pro- 
grams to create interest in dentistry as 
a vocation. A plan of one of these 
states is of interest. A program of in- 
terest to young people (sports, contact 
with popular celebrities or entertain- 
ment) is arranged by the local dental 
society. The deans of nearby dental 
schools are invited to attend. Since the 
meeting is a dinner meeting, the at- 
tendance is limited to the guests of the 
members of the local society. Short talks 
by the deans and others pertaining to 
dentistry as a vocation are interspersed 
with entertainment. This plan is cre- 
ating considerable interest in the study 
of dentistry in the young people who 
attend. 

I invite the dentists of the United 


interest 
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States to send to the American Dental 
Association their ideas relative to the 
manner by which the interest of young 
men and young women in dentistry may 
be heightened—W. H. Scherer, Presi- 
dent. 


BUREAU OF 
PUBLIC RELATIONS 


PictroriAL DELAYED 
BeEcAUSE OF Paper SHORTAGE 


The publication of Dental Pictorial, 
scheduled for March 1, has been delayed 
indefinitely owing to the extreme war- 
time shortage in paper supplies, Lon W. 
Morrey, Director, Bureau of Public Re- 
lations, announced recently. This war- 
time shortage, coupled with a new 10 
per cent reduction contemplated for the 
second quarter of this year, makes it in- 
advisable to launch the new publication 
at this time, as to do so might jeopardize 
the paper quota of THE JOURNAL. 

Recent reports on the paper problem 
indicate that “Administrators are con- 
vinced that a 1o per cent cut cannot be 
avoided for the second quarter. There 
is no evidence of any improvement in the 
pulp and paper supply situation, and the 
fact is further aggravated by the request 
of the Foreign Economic Administration 
for an allocation of paper to be shipped 
to the liberated countries.” In view of 
this critical shortage, the Board of Trus- 
tees, at its recent meeting decided to 
postpone the publication of a dental 
magazine for the laity until there is im- 
provement in the paper situation. 

The Bureau of Public Relations and 
its advisory committee, Dr. Morrey said, 
wishes to thank the original subscribers 
for their cooperation and their contin- 
ued patience in the face of these delays 
occasioned by the war. 
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COUNCIL ON DENTAL THERAPEUTICS 


Councit DectarEs Not ACCEPTABLE FOR 
AccePTED DENTAL REMEDIES 


The following report was adopted by 
the Council on Dental Therapeutics and 
submitted to the firm for its comments. 
The firm’s reply, under the date of Aug- 
ust II, 1944, presented some preliminary 
data on Novocain-Pontocaine-Cobefrin 
from a clinical study stated to be in 
progress. Because the tentative data were 
both incomplete and inconclusive, the 
Council delayed publication of its report 
until January 25, 1945, pending presenta- 
tion of the completed study. Since the 
latter has not been made available to 
the Council, the report is being pub- 
lished as originally adopted. The Coun- 
cil will continue to evaluate any con- 
trolled data that are presented on behalf 


of this product—Donald A. Wallace, 


Secretary. 
Novocain-Pontocaine-Cobefrin, a local 
anesthetic mixture intended for injection, 
is stated to have the following com- 
position: 
Novocain, brand of pro- 
caine HCl 0.02 
Pontocaine, brand of 
tetracaine (2 dimethyl 
aminoethyl p-butyla- 
mino benzoate) as HCl 0.0015 Gm. 
Cobefrin, brand of nor- 
defrin (dihydroxy- 
phenyl propanol-am- 
ine) as HCl 


Gm. (2%) 


0.0001 Gm. 
(z:10,000) 
Acetone sodium bisul- 
fite, not more than 
Sodium chloride 0.002 Gm. 
Potassium sulfate 0.004 Gm. 
Aq. dest. q.s. ad. 1.0 cc. 


0.002 Gm. 


The product was submitted to the 


1. Preliminary Report on Novocain-Ponto- 
caine-Cobefrin Solution. J.A.D.A., 29:2247, 
December 1, 1942. 


Council for consideration several years 
ago.’ At the time, it seemed that, for 
special cases, wherein a period of anes- 
thesia longer than usual was desired, the 
product might have value, although it 
appeared to be needlessly complex. The 
data which were available then indicated 
that it was about as potent and toxic as 
3 per cent procaine with cobefrin 1:10,- 
000. However, the evidence presented by 
the firm was inadequate to make it clear 
whether Novocain-Pontocaine-Cobefrin 
was superior to or as good as 3 per 
cent procaine with cobefrin 1:10,000. 

During the years that have elapsed 
since Novocain-Pontocaine-Cobefrin was 
first placed on the market, it has become 
apparent that it has actually been used 
not for special cases only, but also rou- 
tinely in all types of dental procedure. 
Since it has been the experience of den- 
tists for many years that a 2 per cent pro- 
caine solution is strong enough to have 
the effects desired in the routine practice 
of dentistry, and since such products as 
Novocain-Pontocaine-Cobefrin are more 
toxic than the 2 per cent procaine solu- 
tions that are accepted by the Council, it is 
evident that the widespread use of Novo- 
cain-Pontocaine-Cobefrin constitutes a 
potential hazard to the public health 
which the Council should not ignore, in 
fairness to the dental profession and the 
public that it serves. 

The general availability of such prod- 
ucts as Novocain-Pontocaine-Cobefrin in 
ready-prepared form, coupled with the 
methods that have been used to bring 
about their widespread routine use by 
the dental profession, has resulted in a 
situation that is contrary to the ingerest 
of the public. 

The extra strong anesthetic solution 
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such as Novocain-Pontocaine-Cobefrin, 
may appeal to those who are impressed 
with an apparently desirable and high 
order of efficiency ; but it must never be 
forgotten that this cannot be attained to 
the exclusion of other considerations. It 
is possible that anesthesia is obtained 
with such a solution with a less accurate 
injection technic than would be required 
if one of the accepted 2 per cent procaine 
solutions were used. However, it would 
be better for the dentist to make an accu- 
rate injection, utilizing less of a 2 per 
cent procaine solution, than to rely on an 
extra strong (and more toxic) anesthetic. 
There is reason to believe that the dif- 
ference in rate of absorption and destruc- 
tion of the procaine and pontocaine pre- 
cludes any uniformity of action of the 
original ratio of these ingredients, with 
or without cobefrin. It is believed that 
the toxicity of this mixture is greater 
than that of 2 per cent procaine, which 
would be an indication for providing a 
greater local vasoconstrictor efficiency ; 
whereas the opposite is implied in the 
firm’s advertisements. However, accept- 
able clinical evidence of the implied 
benefits to the exclusion of undesirable 
features is entirely lacking. 

None of the ingredients of Novocain- 
Pontocaine-Cobefrin is new. They were 
not new when the product was intro- 
duced to the dentist. All of them have 
been on the market for years. It is pos- 
sible that the best reason for the intro- 
duction of the product is that the firm 
which introduced: it has a monopoly in 
the dental field on the use of the word 
pontocaine, which is a synonym for the 
U.S.P. product tetracaine. Acceptable 
scientific evidence which was submitted 
to the Council by the firm on behalf of 
the product at the time of its introduc- 
tion certainly would not support any 
other point of view. 

The Council is opposed to the routine 
use in dentistry of local anesthetic solu- 
tions more potent or more toxic than 2 
per cent procaine. This opposition is 
based on the principle that, in the use 


495 


of drugs, the minimum amount necessary 
for the desired effect is the maximum 
amount that should be employed. The 
Council objects to ali ready-prepared 
commercially available local anesthetic 
solutions stronger than 2 per cent pro- 
caine, because it has been shown by sales 
records that far more cartridges of such 
solutions have been used by dentists dur- 
ing the past four years than could be 
accounted for on the basis of any but 
routine use. 

Recent advertising for Novocain-Pon- 
tocaine-Cobefrin attempts to further the 
widespread use of this product by point- 
ing out that its sales have reached large 
proportions. The fallacy in such adver- 
tising is that widespread use is not an 
adequate criterion of usefulness or value. 
There are in widespread use today many 
other items which are not the best or 
safest that could be used. Many items 
that were popular at one time passed out 
of common use as the profession or the 
public became better informed. 

The Council’s Rule No. 10 reads, “No 
product which is useless or inimical to 
the best interests of the public or of the 
dental profession will be accepted or 
retained. Novocain-Pontocaine- 
Cobefrin is marketed in violation of this 
rule and is therefore not acceptable for 


A.D.R. 


New ARTICLES INCLUDED IN 
AccEePTeD DENTAL REMEDIES 


The Council on Dental Therapeutics 
of the American Dental Association an- 
nounces the inclusion of the following 
articles in the list of Accepted Dental 
Remedies: 


ANESTHETICS—LOCAL* 


Procaine HCI 2%, Epinephrine 1:25,- 
000: Composition: See Procaine HCl 2%, 
Epinephrine 1:25,000—S. F. Durst & Co. 
(J.A.D.A., 31:1125, August 1, 1944.) 

Manufactured by S. F. Durst & Co., Phila- 


*A.D.R. Ed. 10. p. 39. 


R 
ears 
for 
nes- 
the 
h it 
‘he 
ited 
> as 
10,- 
| by 
ear 
frin 
per 
sed 
vas 
me 
sed 
ou- 
Ire. 
en- 
ro- 
ive 
ice 
as 
ore 
lu- 
tis 
/O- 
a 
Ith 
in 
he 
d- 
in 
he 
ng 
by 
a 
>st 
n 


496 


delphia, Pa. Distributed by Crescent Dental 
Manufacturing Co., Chicago, Ill. 

Procaine HCI 2%, Epinephrine 1:50,- 
000: Composition: See Procaine HCl 2%, 
Epinephrine 1:50,o00—S. F. Durst & Co. 
(J.A.D.A., 31:1125, August 1, 1944.) 

Manufactured by S. F. Durst & Co., Phila- 
delphia, Pa. Distributed by Crescent Dental 
Manufacturing Co., Chicago, IIl. 

Procaine HCI 2%, Epinephrine 1:25,- 
000: Composition: See Procaine HCl 2%, 
Epinephrine ‘1:25,000—S. F. Durst & Co. 
(J.A.D.A., 31:1125, August 1, 1944.) 

Manufactured by S. F. Durst & Co., Phila- 
delphia, Pa. Distributed by The Dentists’ 
Supply House of Arkansas, Little Rock, Ark. 

Procaine HCI 2%, Epinephrine 1:50,- 
000: Composition: See Procaine HCl 2%, 
Epinephrine 1:50,000—S. F. Durst & Co. 
(J.A.D.A., 31:1125, August 1, 1944.) 

Manufactured by S. F. Durst & Co., Phila- 
delphia, Pa. Distributed by The Dentists’ 
Supply House of Arkansas, Little Rock, Ark. 


Admission of a product to the list of 
Accepted Dental Remedies means that 
the product and the methods by which 
it was marketed at the time of considera- 
tion were not found to be in violation of 
the Council’s published rules. Accepted 
products are reconsidered periodically. 
The files of the Council contain infor- 
mation on many: drugs and dental cos- 
metics. All information is available 
upon request and inquiries are wel- 
comed. A postal card inquiry will bring 
a prompt reply.—Donald A. Wallace, 
Secretary. 


LANTERN SLIDES AVAILABLE 
FROM THERAPEUTICS COUNCIL 


Standard size lantern slides and ex- 
planatory material for use in talks to 
dental meetings are available to members 
on request to the Council on Dental 
Therapeutics. These materials, which 
are not intended for use in lectures to 
lay groups, may be obtained without 
charge by writing to the secretary of the 
Council, 222 E. Superior St., Chicago 
11, Ill. 
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Notice oF JupcmMent U. S. 
Foop, Druc anp Cosmetic Act 


The following notice of judgment 
under the Federal Food, Drug and Cos- 
metic Act was issued in February 1945. 

5778. Adulteration and misbranding of 
The Stuart Formula Tablets. U. S. v. 420 
Bottles of The Stuart Formula Tablets. De- 
cree of condemnation. Product ordered re- 
leased under bond for relabeling. (F.D.C. No. 
9878. Sample No. 30573-F.) 

Examination showed that this product con- 
tained less than 400 U.S.P. units of vitamin 
D per 3 tablets. 

On May 12, 1943, the United States at- 
torney for the Western District of Washington 
filed a libel against 420 bottles of The Stuart 
Formula Tablets at Seattle, Wash., alleging 
that the article had been shipped in interstate 
commerce, a portion on or about January 28 
and February 18, 1943, from Pasadena, 
Calif., by The Stuart Co., and the remainder 
on or about April 16, 1943, from Los 
Angeles, Calif., by the Metropolitan Ware- 
house Co.; and charging that it was adul- 
terated and misbranded. 

The article was alleged to be adulterated 
in that a valuable constituent, vitamin D, had 
been in whole or in part abstracted or omitted 
therefrom. 

It was alleged to be misbranded in that the 
statements appearing on its label, “Each 3 
Tablets Standardized to Contain at least: .. . 
Vitamin D . . . 800 U.S.P. or INT. Units 
(activated ergosterol) (2 times minimum 
need),” were false; and in that the statement, 
“Human need known—minimum requirements 
not yet established,” appearing on the label, 
and as applied to vitamin Bs and calcium 
pantothenate, was misleading since it engen- 
dered in the minds of the readers that it was 
the consensus of experts in the field of nutri- 
tion that these vitamins were necessary in 
human nutrition, whereas the need for these 
vitamins in human nutrition is not generally 
recognized by these experts as being estab- 
lished. It was alleged to be misbranded further 
in that it purported to be and was represented 
as a'food for special dietary uses by reason in 
part of its calcium pantothenate and vitamin 
B, content, and its label failed to bear such in- 
formation concerning its vitamin properties as 
has been determined to be, and by regulations 
prescribed as, necessary in order fully to 
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inform purchasers as to its value for such 
uses, since its label failed to bear the state- 
ment, “The need for calcium pantothenate 
and vitamin B. in human nutrition has not 
been established,” as required by the regu- 
lations. 

June 1, 1943, the William T. Thompson 
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Co.; claimant having admitted the allegations 
of the libel, judgment of condemnation was 
entered and the product was ordered released 
under bond for relabeling in conformance 
with the law, under the supervision of the 
Food and Drug Administration. 

Issued February 1945. 


Council Declares Thrice-A-Week Tooth Cleanser Not Acceptable 
for Accepted Dental Remedies 


The Council on Dental Therapeutics 
has voted to publish the following report 
on “Thrice-A-Week” Tooth Cleanser. 
This report was sent to the firm before 
publication. The reply of the firm con- 
tained no acceptable scientific evidence 
or references to the scientific literature. 
—Donald A. Wallace, Secretary. 
REPORT.—According to the records of 
the Council office, the manufacturer and 
distributor of Thrice-A-Week Tooth 
Cleanser is the Thrice-A-Week Com- 
pany, 1009 Bank of America Bldg., San 
Diego, Calif. Harry Prescott Emeis, 
D.D:S., of the same address, is listed as 
the owner of the firm. 

November 9, 1944, on receipt of an 
inquiry from the laity, a request for in- 
formation with regard to Thrice-A-Week 
Tooth Cleanser was sent to the firm. 
The firm sent trade packages of the 
product together with labels and copies 
of a leaflet used as a package insert. 
The firm stated: 


The composition of Thrice-A-Week is, 
Powder 
1 part FFFF Pumice 
3 parts precipitated tri-calcium phosphate 
Liquid 
I part water 
3 parts glycerine 
2 oz. ten per cent Mercurochrome to the gal- 
lon, flavored with oil of Peppermint and 
Spearmint. 


It is assumed that the powder’ and 
liquid are mixed to form the finished 
product, which is a paste. The product 
contains about 12 per cent of pumice, 


according to the statement of the firm. 
The product was tested by the A.D.A. 
Bureau of Chemistry and it was found to 
scratch glass readily under the condi- 
tions outlined in section Fl-d of Federal 
Specification FFF-D-191a. This was to 
be expected from the high stated con- 
tent of pumice. The pH value of the 
product was found to be 6.7 at 20 C. 
The leaflet that accompanies the pack- 
age contains the following statement: 


Thrice-A-Week Tooth Cleanser removes 
this film more effectively than any other tooth 
paste or powder now available and can be 
used with great advantage three times a week 
as an adjunct to Twice-A-Day Tooth Paste— 
or with any other tooth paste or powder you 
are now using. However, in most mouths, 
the daily use of Thrice-A-Week night and 
morning in the place of the powder or tooth 
paste you are now using, will reduce tooth 
decay noticeably and harmlessly. 


The product appears to be distributed 
principally in San Diego, Calif., at the 
present time, but the leaflet contains the 
following statement, which makes it ap- 
pear that widespread distribution is con- 
templated: 


Thrice-A-Week is the formula of a dentist 
with forty years of dental experience and still 
in active practice. It can be obtained at 
present only in San Diego but will be mailed 
to any address in the United States, postage 
prepaid, upon receipt of fifty (50c) cents a 
tube — address — Thrice-A-Week Company, 
1009 Bank of America Bldg., San Diego, 
California. 


The distributor of a toothpaste that 


ent 
OS- 
45. 
of 
420 
De- 
re- 
on- 
min 
at- 
rton 
art 
sing 
ate 
28 
na, 
der 
Os 
ire- 
lul- 
ted 
ad 
ed 
he 
3 
m 
nt, 
ts 
el, 
m 
n- 
as 
ri- 
in 
se 
ly 
b- 
er 
od 
in 
in 


498 


contains 12+per cent of pumice is ob- 
viously under obligation to provide 
strong evidence that his product will not 
cause harm to the dental tissues under 
actual conditions of use. So far as the 
Council is aware, such evidence does 
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not exist. Because of its composition, 
the product must therefore be assumed 
to be potentially dangerous under prob- 
able conditions of use and is therefore 
not acceptable for inclusion in Accepted 
Dental Remedies. 


PUBLIC HEALTH 


STATEMENT ON NATIONAL PROGRAM FOR DENTAL HEALTH IssuED BY JOINT 
CoMMITTEE OF THREE A.D.A. COMMITTEES 


A statement outlining a professional 
and legislative approach to a national 
program for dental health has just been 
issued by a joint committee of the Coun- 
cil on Dental Health, the Committee on 
Legislation and the Committee on Eco- 
nomics of the American Dental Associa- 
tion. Two bills to translate this program 
into action have already been introduced 
in Congress.* 

The plan outlined by the joint com- 
mittee follows the program approved by 
the House of Delegates in 1939. It pro- 
poses to make funds available for dental 
purposes through federal legislation. 
Much of this money will be made avail- 
able to the various states for the estab- 
lishment of state and local dental pro- 
grams through a system of ‘grants. The 
states, in accordance with this plan, will 
then be enabled to design programs to 
meet their own needs under certain 
broad and general conditions. 

This program has been published in 
pamphlet form and is available on re- 
quest to the American Dental Associa- 
tion, 222 E. Superior St., Chicago 11, 
Ill. 


*S. 190 to authorize the appropriation of 
$1,730,000 for dental research. See J.A.D.A., 
32:231, February 1, 1945. 

H. R. 2234 to authorize the appropriation 
of $7,000,000 for grants to the states. to aid 
programs of dental health education and care. 
See J.A.D.A., 32:251, March 15, 1945. 


' discovery. 


The text of the joint statement fol- 
lows: 


Just one hundred years ago, American den- 
tistry had its beginnings, as a profession. In 
that space of five generations, many tasks 
were accomplished. The customs, habits and 
traditions of the old craft were abandoned. 
An autonomous educational system was de- 
veloped and made strong. The barriers of 
licensure were erected against the charlatan 
and the quack. The opposition of individuals 
and of other professions and groups were 
neutralized by growing independence and 
progress. New materials and technics were 
perfected to improve the quality of dental 
service. Finally, the inseparable link be- 
tween the biologic sciences and the new pro- 
fession was forged by study, research and 
Dentistry, in a single century, 
had come of age as a health service. In that 
period, it set up a standard of dentistry that 
is unparalleled today anywhere in the world. 

What, then, are the tasks for American 
Dentistry in the second century? The answer 
is simple in statement: to furnish the benefits 
of dentistry to more of the American people 
until the ideal of providing this health-giving 
service to all is attained. But the solution 
will not be so simple in achievement because 
this is a complex problem, of great magnitude. 

If America has available the best dental 
care in the world, why is it that all of the 
people do not, or cannot, receive the dental 
service that they need? The answer to that 
question can be put into terms which, per- 
haps, oversimplify the problem. 

In the matter of dental health, most people 
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fail to recognize their obligation to them- 
selves, their family and their community. 
Many who can afford to pay for dental care 
have not learned that dental health is so es- 
sential that it must be purchased, even if 
luxuries must be foregone. Many neglect their 
teeth because of the traditional, but un- 
founded fear of dental service. Most people 
who cannot afford to pay for their own dental 
care do not get it because most communities 
have failed to recognize their obligation to 
their citizens. Another important factor in 
making dental care available to all is the 
uneven distribution of dentists. Many areas, 
particularly in rural sections, are inadequately 
supplied with dental personnel. 
RESPONSIBILITY.— Lhe _ responsibility for 
providing dental care must be borne in the 
same manner as the responsibility for pro- 
viding food, shelter or any other essential of 
life. It is the American custom and tradi- 
tion for the individual to attempt to supply 
these things for himself. If he cannot do so, 
the responsibility falls on the family, the 
community, the state and the nation suc- 
cessively. If each assumes an equitable share 
of responsibility, the problem of better den- 
tal health in this country is on the way to 
solution, but even if every one assumed full 
responsibility toward dental health, the prob- 
lem would not be solved completely because 
three facts, two of which are based on atti- 
tudes that are thoroughly grounded in human 
nature, come into operation. 

1. The average person does not realize how 
closely his dental health is related to his 
general health and, as a result, he does not 
seek dental attention until he is compelled 
to do so by discomfort or pain. Most dental 
diseases produce their harmful effects slowly 
and they are not so dramatic as, say, appen- 
dicitis, When suddenly stricken with appen- 
dicitis, one knows that if he delays in having 
an operation, he may die. Few people real- 
ize that a similar penalty may be attached 
to the neglect of dental diseases and, as a 
result, the patient may postpone treatment 
until great harm is done. If the patient were 
trained to think of dental disease as having 
a direct and important influence on general 
health and, indeed, upon life itself, he would 
seek treatment on his own initiative before 
serious Consequences occur. 

2. Dental operations, in the old days, were 
rather painful because technics were primi- 
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tive, and the great discoveries of local arid 
general anesthesia had not been made. This 
led to a traditional fear of dental operations 
and, even today, many still gave this fear as 
a reason for postponing necessary dental 
treatment. Unreasonable fear combined with 
the lack of appreciation is a fundamental rea- 
son why more American people do not seek 
dental care even when it is within reach. 

3. A third reason, often overstressed, but 
not to be overlooked, is the actual lack of 
money to pay for needed dental care. Dental 
care is one of the least costly of the major, 
health services; yet if dental disease is allowed 
to persist until great damage is done, the 
cost of correcting it is higher. All in all, it is 
not dental care, but dental: neglect that is 
expensive. 

In spite of these difficulties, the percentage 
of people receiving dental care in this country 
is higher than the percentage of those receiv- 
ing such care in any other country of the 
world, even in those lands where it is included 
in a compulsory insurance system. The Ameri- 
can dental profession, realizing what a costly 
toll dental neglect takes of the national 
health, has long worked toward extending the 
benefits of dental service to all of the people. 

Some of the reasons that a national dental 
program cannot be put into effect in a single 
stroke have already been considered. There 
are many others. This problem, which has 
existed for many generations, must be ap- 
proached from the scientific and realistic 
viewpoint rather than from the political. or 
the idealistic. The mere desire and the need 
to do something—even when that something 
is wholly good—does not always make it im- 
mediately practicable. 

There are good reasons for believing that 
these difficulties can be solved by continued 
careful planning and experiment; that a suc- 
cessful national dental health program can be 
worked out. Much effort has already been 
expended in this direction by dentists, dental 
societies and other interested individuals and 
groups. This effort has produced, not a 
formula for a program, but many basic truths 
out of which the formula will eventually 
emerge. Let us examine some of these basic 
truths. 

Dental neglect costs more than timely den- 
tal treatment. 

The control of dental decay by adminis- 
tering timely dental treatment to children as- 
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* sures a definite lowering of serious dental 
defects in later life. 

The cost of providing essential dental serv- 
ice for children is, according to present esti- 
mates, less than one half the cost of providing 
essential dental service for adults. 

A dental care program loses much of its 
value unless it is accompanied by a program 
of dental health education that motivates 
the patient to seek regular dental care. 

Knowledge of the two main dental diseases 
—decay of the teeth and disease of their sup- 

. Porting structures—is not yet complete, and 

preventive measures are not so direct and 
specific as they will be when full knowledge 
is available. In order to reap the benefits 
of more effective prevention, dental research 
must be continued and _ intensified. 

The addition of sodium fluoride to water 
supplies may become the first successful public 
health measure for the control of dental decay 
on a large scale at a relatively small cost. 

Dental service tends to deteriorate when 
control of the professional service is not left 
in the hands of dentists. 

In countries that have compulsory health 
insurance, the dental benefits have been rudi- 
mentary and primitive. Frequently, they were 
given in addition to other benefits and the 
cost of dental appliances was often divided 
between the patient and the insuring agency. 

There is no evidence thus far that the in- 
surance principle can be applied successfully 
to dentistry, since nearly every one has some 
need of dental benefits. 

Programs for dental care must be divided 
into two phases: (a) the work that must be 
done to put the mouth in healthy condition, 
and (b) the work that must be done peri- 
odically to maintain it in a healthy condition: 

Not all of these facts have the same weight 
and not all of them deserve the same con- 
sideration in designing a dental health pro- 
gram. They do indicate many of the factors 
in a successful national dental health pro- 
gram. 

VIEW OF THE A.D.A.—The American Den- 
tal Association, which has as members more 
than 56,000 of the 70,000 dentists in the 
United States, has long given serious at- 
tention to the improvement of dental health 
in this country. The Association, long before 
any other agency, either public or private, 
recognized, called attention to and tried to 
correct the inadequacy of existing dental 


THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


health programs that are inevitably reflected 
in a lowered standard of national health; but 
the profession unaided should not be ex- 
pected to furnish the funds necessary for a 
program of such huge proportions. Such 
resources must be furnished jointly by those 
who bear this responsibility for dental health. 
Until individuals and responsible agencies as- 
sume this burden, already neglected for too 
many years, there can be no_ successful 
national dental health program. 

The American Dental Association, recog- 
nizing its responsibility to dental health, has 
utilized professional knowledge and experi- 
ence to outline a practicable and equitable 
program under which all responsible agencies 
can discharge their obligations. 

In keeping with the traditions that have 
made this country great, the program is based 
on the assumption of responsibility by all con- 
cerned; and the greater responsibility is laid 
upon the American community. In this way, 
local funds and facilities, under local control, 
can be made to serve the interest of dental 
health. For this reason, among others, the 
American Dental Association has not recog- 
nized a national compulsory health insurance 
system as effective or desirable in providing 
dental care; i.e., because such a system nulli- 
fies local responsibility and local control. 

The American Dental Association, in de- 

veloping its proposal for a national dental 
health program, has considered all of the 
scientific facts associated with the control, 
prevention and treatment of dental disease. 
It has weighed carefully the needs of the 
public, the resources of the profession, the 
practicability of administration, the produc- 
tive expenditure of funds and the limitations 
of scientific knowledge and technics. 
A.D.A. PROGRAM.—No attempt can be made 
here to document every detail of the proposal 
of the American Dental Association for an 
effective national dental health program. 
Rather, an attempt will be made to produce 
a blueprint of only the essential details. 

The American Dental Association believes 
that an effective national program for dental 
health should include the following funda- 
mental elements: 

1. Intensified research to secure more in- 
formation regarding the causes of dental dis- 
eases, thus making preventive measures .more 
effective and eventually decreasing . the 
amount of dental disease. 
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2. A national program of dental health 
education to motivate people to utilize present 
methods of prevention and control of dental 
diseases. 

3. Programs for dental service, particularly 
for children, since the most effective preven- 
tion and control can be accomplished in this 
age group. 

Because these three points are integrally 

related, no national dental health program 
should be established without including all of 
them. 
DENTAL RESEARCH.—It is self-evident that 
the prevention and control of dental diseases 
depends on an extension of the knowledge 
of these diseases; yet dental research has been 
consistently neglected by both public and pri- 
vate agencies. Two bills authorizing the 
appropriation of federal funds for dental 
research were introduced into Congress in 
recent years and both failed to pass. 

The American Dental Association has spon- 
sored the introduction into Congress of a 
third bill authorizing an appropriation of 
$1,000,000 to construct and equip a national 


institute for dental research. This bill also 


authorizes an appropriation of $730,000 for 
additional facilities to foster dental research 
by public and private agencies. The enact- 
ment of this bill will be a constructive ap- 
proach by the federal government to the es- 
tablishment of a sound national dental health 
program. 

DENTAL HEALTH EDUCATION.— lhe second 
point of the American Dental Association pro- 
gram includes the establishment of a coordi- 
nated program of dental health education 
at community, state and national levels. This 
phase of the program is based on the funda- 
mental belief that, in a democracy, people can 
be educated to raise their standards through 
their own efforts. Many programs of this 
type already exist in various states and com- 
munities, but most of them have been handi- 
capped by a lack of support from responsible 
agencies. Sufficient funds from local tax 
monies should be allocated to public health 
and educational agencies for this purpose. 
Community resources, if they prove inade- 
quate, should be augmented by state and, if 
necessary, federal funds. Dental divisions of 
health departments should use their facilities 
to a greater degree in order to become more 
effective units in dental health education at 
both state and community levels. 


The American Dental Association has 

sponsored the introduction into Congress of 
a bill authorizing the appropriation of 
$7,000,000 for allotment to the states both 
for dental health education and for dental 
care, 
DENTAL CARE.—the third point of the 
American Dental Association’s program is the 
provision of dental care. It is accepted that 
dental health can best be maintained by the 
early correction of dental defects and, for 
this reason, the American Dental Association 
emphasizes dental service programs for chil- 
dren. Such programs, if properly adminis- 
tered and controlled by dentists, would permit 
the correction of dental defects as they occur, 
thus preventing an accumulation of dental 
need. 

Funds to provide both dental health educa- 
tion and dental care are authorized in the 
bill sponsored by the American Dental As- 
sociation. This bill, when enacted, will allot 
funds to the state that will enable it to meet 
its own dental health needs and those of its 
communities. 

These funds should be used to provide a 
program of dental health education for all 
and dental health service programs for chil- 
dren and dentally indigent adults in accord- 
ance with local needs and resources. 

Because of the variance to be found in 

the American community, the American Den- 
tal Association has made no recommendation 
as to one service ‘plan that would be con- 
sidered applicable to all communities. Com- 
munities may, therefore, supply dental serv- 
ice in the office. of private dentists, in hos- 
pitals, in schools or in public health dental 
dispensaries. Rural communities may wish 
to use mobile clinics. 
CONCLUSION.—this program is not revolu- 
tionary: it is evolutionary. It makes use of 
existing mechanisms, strengthening and im- 
proving them where there is need. It main- 
tains the integrity of the traditional social 
unit of American life, the community. It is 
not prohibitively expensive nor legislatively 
impracticable. It is based on a knowledge of 
the scientific aspects of dental diseases. It 
is an undeniable preliminary to the expansion 
of a dental health program for all people of 
the country. It can be put into action when 
the leadership of American Dentistry is met 
with equal leadership in government—in the 
community, in the state and in the nation. 
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RECOMMENDATIONS ON 
DenTAL CARE FOR CHILDREN 


A conference on dental care for chil- 
dren, called by the Children’s Bureau, 
Department of Labor, was held in Wash- 
ington, D. C., February 22-23. Fifteen 
recommendations dealing with dental 
care for children were adopted by the 
Conference. 

Among those in attendance at the 
meeting, in addition to Martha Eliot, 
assistant chief of the Children’s Bureau, 
were: 

Bert G. Anderson, associate professor of 
surgery, Yale Medical School, New Haven, 
Conn.; Julian D. Boyd, professor of pediat- 
rics, Children’s Hospital, State University of 
Iowa, Iowa City; Harvey J. Burkhart, di- 
rector, Eastman Dental Clinics, Rochester, 
N. Y.; M. Don Clawson, director, Dental 
Health Services, Oak Ridge Dental Health 
Center, Oak Ridge, Tenn.; Kenneth A. 
Easlick, associate professér of public health 
dentistry, University of Michigan School of 
Public Health, Ann Arbor; John T. Fulton, 
chief, Division of Dental Hygiene, State De- 
partment of Health, Hartford, Conn.; 
Charles L. Hyser, New York; A. LeRoy John- 
son, administrative officer, Harvard School 
of Dental Medicine, Boston; Leon R. Kramer, 
director, Division of Dental Hygiene, Kansas 
State Board of Health, Topeka, Kan.; John 
Oppie McCall, New York; Howard M. Mar- 
jerison, associate director, Forsyth Dental, In- 
firmary, Boston; Lon W. Morrey, direc- 
tor, Bureau of Public Relations, American 
Dental Association, Chicago; Emory W. Mor- 
ris, general director, W. K. Kellogg Founda- 
tion, Battle Creek, Mich.; Dean Roberts, 
chief, Bureau of Child Hygiene, State De- 
partment of Health, Baltimore; Frederick J. 
Stare, assistant professor of nutrition, Har- 
vard Medical School, Boston; Harold C. 
Stuart, Department of Child Hygiene, School 
of Public Health, Harvard University, Boston ; 
R. M. Walls, Bethlehem, Pa.; William C. 
Webb, Jr., executive director, Children’s Den- 
tal Clinics of the Philadelphia Mouth Hy- 
giene Association, Philadelphia; Harold C. 
Hodge, associate professor, Biochemistry and 
Pharmacology, School of Medicine and Den- 
tistry, Rochester, N. Y.; George St. J. Perrott, 
chief, Division of Public Health Methods, 


U. S. Public Health Service, Washington, 
and Philip W. Woods, dental officer, Farm 
Security Administration, U. S. Department 
of Agriculture, Washington. 


RECOMMENDATIONS.—F ollowing is the 
text of recommendations made by the 
Conference. 


Recognizing the great need for a nation- 
wide program of dental services and educa- 
tion for children, and recognizing the desira- 
bility of associating dental service for children 
with all other health services for children 
and mothers in order that full benefits of 
programs for improving nutrition, controlling 
infections and providing medical and surgical 
care may accrue to the children receiving 
the dental health service, and in order that 
the organization of the maternal and child- 
health program including the school health 
service and health education program may 
be utilized to the fullest extent, it is recom- 
mended that: 

1. Adequate Federal funds be made avail- 
able to the Children’s Bureau for grants to 
State health agencies to develop programs 
of dental services for children, including the 
training of personnel, dental health education, 
and demonstrations. 

2. Funds be made available to the Chil- 
dren’s Bureau for research in problems re- 
lating to the dental health of children. 

3. Adequate dental care be made available 
to all children regardless of income or geo- 
graphic location. 

4. Varied and coordinated methods of sup- 
plying service, such as through trailers, clin- 
ics, school health services and the offices of 
practicing dentists, be considered in planning 
a service that is applicable to the local 
situation. 

5. In a public dental care program, pro- 
vision be made for sufficient professional 
supervision of service to insure maintenance 
of standards and quality, such supervision 
to be developed in accordance with the 
method of providing care. 

6. In a national dental care program, 
records of a standard type be developed and 
used in order to permit comparative evalua- 
tion of findings and results. 

7. When services cannot be supplied to 
all, children entering their first year in 
school each year be given priority, and that 
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maintenance care be continued thereafter 
for these children from year to year. 

8. Studies be undertaken to explore the 
use and training of auxiliary personnel. 

g. In order to insure quality of service 
and care, adequate remuneration to be pro- 
vided for personnel. 

10. Provision be made for extension of 
training in dentistry for children in profes- 
sional schools, clinics, hospitals and health 
centers. 

11. Information be provided to dentists 
returning from service on the possibility of 
receiving training in dentistry for children 
under the GI Bill. 

12. The Children’s Bureau explore the 
possibility of harmonizing the periods of 
training provided under federal funds with 
periods of training in the centers giving such 
training. 

13. Appropriate measures be taken to inte- 
grate the services of physicians, nurses, pub- 
lic health personnel, educators and others in 
allied professions, directed toward the better- 
ment of dental health for the child. 

14. Funds be made available to permit the 
Children’s Bureau to employ dental consult- 
ants to assist in the development and main- 
tenance of the dental phase of its activities. 

15. The committee instruct Dr. Morrey to 
ask the Committee on Legislation of the 
American Dental Association to assist the 
Children’s Bureau in securing funds to imple- 
ment the proposed dental program. 


NATIONAL Necro HEALTH 
Week To Be HeEtp 1-8 


The thirty-first annual observance of 
National Negro Health Week will be 
held April 1-8. The week’s program, 
which has as its objective “A Healthy 
Family in a Healthy Home,” will be 
under the auspices of the National 
Negro Health Movement aided by the 
U. S. Public Health Service. Millard 
R. Dean, National Dental Association, 
is a member of the committee. Further 
information can be obtained from the 
National Health Week Committee, U.S. 
Public Health Service, Washington 14, 
D.C. 
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Pusiic HEALTH SERVICE OFFERS 
HEALTH EpuCATION FELLOWSHIPS 


Fellowships for graduate work in 
health education are being offered to 
qualified applicants by the U. S. Public 
Health Service, in cooperation with the 
National Foundation for Infantile Paral- 
ysis, Surg. Gen. Thomas Parran has 
announced: These fellowships -for the 
collegiate fall term of 1945 are being 
awarded to meet present and future 
needs for trained health educators in 
schools, in communities’ and in local, 
state and federal health departments. 

Men and women between the ages 
of 22 and 40 who are citizens of the 
United States and who hold a bachelor’s 
degree from a recognized college or 
university may apply. 

Fellowships will lead to a master’s de- 
gree in public health. The _ twelve 
months’ training period will consist of 
nine months in the School of Public 
Health at the University of North Caro- 
lina, Yale University or the University 
of Michigan, and three months’ field 
experience in community health educa- 
tion under supervision. Applicants must 
meet the requirements for admission to 
the schools of public health. Training 
in science, sociology, education and 
psychology, plus experience in working 
with people, is a desirable prerequisite. 

The fellowships provide a stipend of 
$100 a month for twelve months, full 
tuition and travel funds for field experi- 
ence. 

Candidates must pay their travel ex- 
penses to and from the university at the 
beginning and end of fraining. 

Fellowship application forms can be 
obtained from the Surgeon General, 
U. S. Public Health Service, Washing- 
ton 14, D. C. Applications must be ac- 
companied by a transcript of college 
credits and a small photograph, and 
must be in the office of the Surgeon 
General not later than June 1. 


COMMITTEE ON 
LEGISLATION 


New Navy Corps 
In House AND SENATE 


A new bill to provide “more efficient 
dental care for the personnel of the 
U. S. Navy” has been introduced into 
the Senate and House of Representatives. 
S. 715 was introduced March 8 by Sen. 
David I. Walsh, Massachusetts, chair- 
man of the Committee on Naval Affairs. 
H.R. 2584 was introduced in the House 
by Rep. L. Mendel Rivers, South Caro- 
lina, who was the sponsor of a similar 
bill im the last session of Congress. 


New Feperat 
OF DENTAL INTEREST 


The following bills of dental interest 
have been introduced into Congress and 
have been reported by the Committee 
on Legislation, George H. Fox, secretary. 

H. R. 1704, introduced by Representa- 
tive Sparkman, Alabama, provided for 
the appointment of female dentists in 
the Dental Corps of the Army and Navy. 
(Referred to the Committee on Military 
Affairs. ) 

H. R. 1999, introduced by Representa- 
tive King, California, proposes to estab- 


lish a joint committee to select a suitable 


medal or award to be bestowed on mem- 
bers of local Selective Service boards. 

H. R. 2045, introduced by Repre- 
sentative Hartley, New Jersey, proposes 
an appropriation of $25,000,000 for the 
fiscal year beginning July 1, 1945 to aid 
the several states and territories in pro- 
viding a program of physical fitness, to 
be promoted by the U. S. Commission 
for the Promotion of Physical Fitness, 
to be created by this bill. 

H. R. 2253, introduced by Repre- 
sentative Priest, Illinois, proposed to es- 
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tablish in the Veterans Administration 
a commissioned service consisting of 
physicians, surgeons, dentists, dietitians, 
nurses and medical technicians. 


COUNCIL ON 
DENTAL HEALTH 


Councit Issues DENTAL CARE 
For Low Income Groups 


A guide to component dental societies 
for the establishment of community den- 
tal service programs for low income 
groups has been issued in pamphlet form 
by the Council on Dental Health of the 
American Dental Association. The 
pamphlet will be furnished on request to 
the Council on Dental Health, American 
Dental Association, 222 E. Superior St., 
Chicago 11, Il. 

“Neither funds nor personnel are 
available for complete treatment pro- 
grams for the American people,” the 
pamphlet states, and “realism demands 
that in planning for community dental 
programs we should consider policies and 
procedures that will achieve the greatest 
good with the facilities at hand.” Rec- 
ommendations are made in the pamphlet 
for the establishment of dental treatment 
programs for both children and adults. 

Of particular interest in the pamphlet 
is the definition of “minimum standards 
of dental service for children.” These 
standards, which were developed by the 
American Society of Dentistry for Chil- 
dren, recommend treatment programs 
for ‘three age groups. Other sections of 
the pamphlet deal with costs, sources of 
funds, professional policies, selection of 
patients, methods of providing treat- 
ment, administration of dental treatment 
programs, routine of treatment, eligi- 
bility, records and reports and responsi- 
bilities in treatment programs. 


& 
504 
H 


cieties 
y den- 
ncome 
t form 
of the 

The 
1est to 
erican 
or St., 


are 

pro- 
the 
nands 
lental 
and 
eatest 

Rec- 
iphlet 
tment 


onsi- 


ASSOCIATION ACTIVITIES 


THE WAR 


LIEUTENANT MAnson Returns AFTER 
THREE YEARS IN Jap Prison Camp 


Lt. Emmet L. Manson, rescued from 
the Jap prison camp at Cabanatuan in 
the Philippines, was among the first 
Bataan heroes to reach this country after 
three years as a prisoner of war. Lieu- 
tenant Manson, who arrived in San 
Francisco February 21, is now spending 


his leave at home in Worthington, Minn., . 


in an effort to recover the large amount 
of weight lost during the ordeal. He is 
also visiting with his 5-year-old son 
whom he had not seen since the boy 
was 11 months old. 

Lieutenant Manson was assigned to 
duty in the Philippines in May 1941. 
When Olangape fell to the Japanese, he 
was evacuated to Corregidor. Dr. Man- 
son, who was graduated from the Uni- 
versity of Minnesota in 1933, also 
served as a major in the first world war. 


FREED FROM CABANATUAN 
PRISON CAMP 


Three American Naval officers, captured by 
the Japs on Bataan, were recently released 
from the Cabanatuan prison camp by a daring 
raid of the American Rangers. Lt. Emmet L. 
Manson, Worthington, Minn. (right) was one 
of the dental officers to be released. He is 
shown at a press conference after his arrival 
in San Francisco. 


DENTAL CHIEFs OF ALLIED 
Forces MEET In Paris 


American, British and Canadian 
dental chiefs recently met in Paris to 
discuss mutual problems regarding the 
dental care of Allied troops on the 
Continent. 

Col. Thomas L. Smith, of Red Level, 
Ala., chief of the Dental Division in the 
European Theater of Operations and 
Col. Harold Higgins, deputy director of 
Dental Service, Canadian Army, 2!st 
Army Group, visited the U. S. Army 
Paris Dental Clinic and the Central 
Dental Laboratory No. 2. 

The visiting dental chiefs were favor- 
ably impressed with the modern and 
complete facilities of the dental clinic, 
which are made available to Allied 
troops stationed in the Paris area or in 
the city on leave. 

Procedures and methods of treatment 
were discussed with Colonel Smith and 
Lt. Col. William B. Ryder, San Fran- 
cisco, Calif., who is in charge of the - 
clinic, and Lt. Col. Lynne C. Dirksen, 
Iowa City, Iowa, who heads the labora- 
tory. 

Arrangements were made for mutual 
cooperation in areas where there is only 
one representative dental facility. 


CoNTINUE DENTAL PERSONNEL 
IN “CRITICAL”? LISTING 


Dentists and the personnel of dental 
offices and laboratories have been con- 
tinued in the “critical and essential” 
categories under a recent ruling of the 
War Manpower Commission. The new 
classification was made to facilitate the 
drafting of 200,000 industrially deferred 
men in the 26-29 age category. The 
list will guide local draft boards on oc- 
cupational deferments and will govern 
the order in which men will be called. 
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CURRENT LITERATURE 


Eruption of the Deciduous Teeth. By 

Henry C. Sandler. 

The eruption of the deciduous teeth was 
studied in 1,962 white children of fairly low 
economic status, but under regular nutri- 
tional and medical supervision in a well- 
baby clinic. No deciduous teeth had erupted 
in children under 4 months of age and all 
the deciduous teeth had erupted in children 
over 34 months of age. From the earliest 
to the latest, the usual order of eruption 
was: lower central incisor, upper central 
incisor, upper lateral incisor, lower lateral in- 
cisor, first molars (upper or lower), cuspids 
(upper or lower) and second molars (upper 
or lower). No characteristic difference was 
found between boys and girls as to the ages 
at which specific teeth erupt or with respect 
to the number of teeth expected to be pres- 
ent’ at any age. The relationship between 
variations in the weight of the child in any 
age group and the rapidity of tooth eruption 
was small and not statistically significant — 
J]. Pediat., 25:140, August 1944. 


General Analgesic Effects of Procaine 
By N. Bigelow and I. Harrison. 


It has been observed that administration 
of procaine, as that of cocaine, may produce 
general analgesia. A series of experiments 
were performed to study the general anal- 
gesic properties of procaine. 

Two per cent solutions of procaine hydro- 
chloride, in dosages varying from 5 to 40 cc., 
were injected subcutaneously into the fore- 
arm of the subjects and pain threshold de- 
terminations were made on the forehead. 
Control threshold measurements were made 
prior to each injection and at approximately 
ten-minute intervals thereafter until the 
threshold returned to normal. In order to 
eliminate the factor of suggestion, control 
studies were made by using placebos or 
blanks under conditions such that neither 
the experimenter nor the subject knew that 
a placebo was being used. 

The results showed that the maximum rise 
in the cutaneous pain threshold attributable 
to the general action of procaine after from 
100 to 800 mg. was injected subcutaneously 
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was approximately equivalent to the ceiling 
rise observed after administration of acetyl- 
salicylic acid: namely, about 35 per cent of 
the normal threshold value. The effect of 
the procaine was, however, much shorter 
than that of acetylsalicylic acid. The general 
analgesic effect of procaine administration 
was usually more pronounced when other 
central effects of the drug therapy, such as 
sensations of lightheadedness, giddiness. or 
faintness and nausea, were also evident. The 
control injection of physiologic sodium chlor- 
ide solutions was also associated with a rise 
in the pain threshold, which, on the average, 
was not so great as nor so prolonged as that 
observed after the smallest dose of procaine 
employed. 

The local anesthetic action of procaine 
was also tested by producing a perineural 
block of the ulnar nerve. The local action 
was found to outlast the general analgesic 
action by about one hour. 

When the subjects were submitted to the 
tests on different occasions, variations were 
observed in the general analgesic effect on 
different occasions in the same subject -in- 
dependently of the dosage.—J. Pharm. & 
Exper. Therap., 81:368, August 1944. 


Some Epithelial Changes in Flurosis. By 

Leo Spira. 

It has been established that the skin and 
its appendages, the teeth, nails and hair are 
affected by the presence of flourine. The 
present paper discusses the result of clini- 
cal observation on the action of fluorine 
upon other tissues of ectodermal origin. 
Specifically, the tissues under discussion are 
the lining of the mouth and the epithelium 
of the salivary and other buccal glands of 
the nostrils and of the conjunctivae and 
lachrymal glands. The signs and symptoms 
produced by fluorine ingestion are seen to 
resemble those usually attributed primarily 
to infection. It is suggested that since flu- 
orine acts by reducing the level of the cal- 
cium in blood and tissues, the infections ac- 
companying chronic fluorine poisoning is of 
a secondary nature, and is brought about by 
the loss of calcium in the body.—J. Hyg., 
43:400, September 1944. 
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Incidence of Dystrophies Caused by 
Fluorine in Organs Regulated by the 
Parathyroid Glands. By Leo Spira. 


A recent investigation into the symptoma- 
tology of chronic fluorine poisoning revealed 
that organs originating in the ectoderm and 
regulated by the parathyroid glands, namely 
the skin and its appendages, the nails, teeth 
and hair, were affected. The present paper 
describes the incidence of these lesions as 
found in a series of 1,700 people taken at 
random, 850 men and 850 women. They 
belonged to different spheres of life and 
came from various parts of the country. 
Their average age was 25 years. 


The study indicated that dystrophies due 
to chronic fluorine poisoning in organs regu- 
lated by the parathyroid glands are unusu- 
ally common in England. It is the authors’ 
opinion that they should be regarded as 
easily detectable signs of a serious disturb- 
ance of the calcium metabolism of the body. 
—J. Hyg., 43:402, September 1944. 


What the Veterans Want. By Jessie 
Howard. 


This article reports what about 4,000 for- 
mer students from the University of Illinois 
want in the way -of education when they 
return. Seventy-one per cent plan to return 
to school and the predominating request 
seems to be: “We want a streamlined cur- 
riculum which will fit us as rapidly as pos- 
stble for a job, which we would like the 
university to find for us, and since over half 
of us are married, we need low-cost accom- 
modations for our families.” Many physi- 
cians, dentists and engineers say that they 
have had little or no chance to employ their 
skill in several years and need the short, in- 
tensive refresher courses. The men are lavish 
in their praise of Army and Navy teaching 
methods, particularly their use of visual aids, 
and they hope that the universities will 
employ many of the same methods. It is ap- 
parently not true that the veterans are tired 
of being tested, for they are eager to have 
the schools test the incoming students for 
aptitude and to give them guidance and 
counsel in selecting vocations.—J. Higher 
Ed., 16:10-16, January 1945. 
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Treatment of Vincent’s Angina With 
Sulfathiazole. By W. W. Manson and I. 
T. Craig. 

Vincent’s angina of the tonsils was treated 
by dissolving a 0.5 gm. sulfathiazole tablet 
on the tongue every two hours during the 
day and two such tablets every four hours 
during the night. The series reported com- 
prised thirty-six cases, all of which were 
treated for a maximum of seventy-two hours. 
The total sulfathiazole dosage was, in each 
case, 18 gm. The milder cases received only 
forty-eight hours of treatment and a total of 
12 gm. Results were uniformly good in both 
groups. Symptoms disappeared almost com- 
pletely and the temperatures were normal 
after twenty-four hours. Smears taken at this 
time showed either no Vincent’s organisms 
or a pronounced reduction of the Borrelia 
forms. Lesions were invariably cleared up in 
ninety-six hours after treatment was started. 
The average number of sick days was 3.75, 
which is much shorter than with the older 
methods of treatment, including the use of 
neoarsphenamine locally or intravenously. 
Twelve cases in addition to those reported 
above have been treated by the method with 
similar results.—J.A.M.A., 127:277, February 
3, 1945. 


Stomatitis and Diarrhea of Infants 
Caused by a Hitherto Unrecognized 
Virus. By C. J. Buddingh and K. Dodd. 
A stomatitis of young infants and chil- 

dren often accompanied by diarrhea was 

considered an atypical form of herpetic 
stomatitis, but contact with swabbings from 
the mouths of affected infants consistently 
failed to produce herpetic keratitis in the 
eyes of rabbits. A hitherto unrecognized 
virus, isolated by inoculation of the scarified 
rabbit cornea, has been propagated and 
maintained through forty passages in the 
eyes of young rabbits. The appearance of 
neutralizing antibodies in convalescent serum 
of individuals recovering from the condition 
demonstrated the specific relation of the 
virus to the disease. There is evidence that 
the virus is highly contagious. The stomatitis 
may occur sporadically in adults and be 
spread to susceptible infants. Adults may 
spread the virus when they themselves evi- 
dence no infection—J. Pediat., 25:105, 
August 1944. 
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Perleche: Its Nosologic Status. By C. W. 

Finnerud. 

Perléche, a maceration with transverse 
fissuring of the oral commissures, has to date 
been regarded as a disease entity of infectious 
origin, particularly bacterial (usually strepto- 
coccic or staphylococcic), or mycotic {usu- 
ally monilial). Vitamin deficiencies (espe- 
cially of riboflavin, nicotinic acid and pyri- 
doxine) have been shown to cause identical 
cutaneous changes, with or without associ- 
ated skin, tongue, scleral and systemic mani- 
festations, experimentally and clinically. The 
same fissuring of the mucocutaneous junction 
of the lips has also been observed in persons 
with overclosure, the result of wearing ill- 
fitting dentures, and in the aged in whom 
atrophy of the tissues has caused some over- 
hanging of the upper lip at its lateral 
margins. 

From the evidence presented, perléche 
should no longer be regarded as a disease 
entity, but rather as a cutaneous symptom 
occurring in the form of an intertrigo, anal- 
ogous to intertrigo elsewhere, of manifold 
etiology. It is properly classified as infectious 
perléche of bacterial or mycotic origin, aris- 
ing from nutritional, mechanical or idio- 
pathic conditions—J.A.M.A., 126:737-740, 
November 18, 1944. 


Use of Penicillin Pastilles in Oral Infec- 
tions. By A. B. MacGregor and V. Long. 


Penicillin was incorporated in a gelatin 
base (containing a small amount of a pre- 
servative) in sufficient quantity so that each 
pastille contained 500 units. It was found to 
be liberated in the mouth in an active form 
and in a concentration which could be main- 
tained. The pastilles kept for a period of at 
least three months without appreciable de- 
terioration or loss of efficiency. The method 
is simple and the drug is well tolerated, even 
by children. It was possible to reduce greatly 
the number of organisms in the mouth and 
throat and even to produce sterile cultures. 
During the treatment, the patients were in- 
structed to place a pastille in the buccal 
sulcus; to let it dissolve without chewing or 
sucking, and then to replace those dissolved 
with others. 
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Twenty-five cases of ulcerative gingivo- 
stomatitis (Vincent’s type), seventeen cases 
of acute streptococcal tonsillitis, twelve of 
chronic streptococcus carriers, three of frac- 
tures of the mandible compounded into the 
mouth, three of difficult dental extractions 
involving considerable trauma, and three 
of ulceration of the mucous membrane un- 
associated with Vincent’s organisms and 
three posttonsillectomy cases have been 
treated successfully. In the ulcerative gin- 
givostomatitis and the acute streptococcal 
tonsillitis cases, the patients obtained definite 
relief after twenty-four hours. Forty-eight 
hours after treatment, the majority became 
asymptomatic. The throats of the chronic 
streptococcus carriers could be kept free of 
the hemolytic streptococi while _pastilles 
were used, but, in the majority of cases, the 
organisms returned after treatment, was dis- 
continued. On the basis of this small series, 
it appears that in surgical conditions, the, 
mouth and throat could be kept free of 
pathogenic organisms, during administration 
of the pastilles, with marked symptomatic 
relief —Brit. Med. ]., 2:686-689, November 


25, 1944. 


Chaetomin, New Antibiotic Substance 
Produced by Chaetomium Cochliodes. 
By S. A. Waksman and E. Bugie. 

A strain of Chaetomium cochliodes, when 
grown on suitable media, produces an anti- 
biotic substance designated as chaetomin, 
active principally against gram-positive bac- 
teria. The antibacterial spectra for chaeto- 
min and penicillin are similar, but not iden- 
tical. Both substances act on gram-positive 
bacteria, but only slightly on gram-negative 
organisms. Chaetomin has marked bacteri- 
cidal properties. Jn vivo tests for toxicity 
show that it is not very toxic to animals. 
However, under those conditions, it gave no 
protection against organisms sensitive to it 
in vitro. The mechanism or agent in the 
body which inactivates or neutralizes chaeto- 
min remains to be determined.—/. Bact., 
48:527, November 1944. 


Abstracts by: Paul H. Keyes, S. W. Leung, 
J. E. Gilda and Shailer Peterson. 
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DEATHS 


Apams, ARTHUR STEWART, Huntington, W. 
Va.; Howard University, College of Den- 
tistry, 1914; died January 4. 

Apams, Cuartes F., Waterloo, Iowa; died 
December 21; aged 75. 

Barry, Joun F., South Manchester, Conn.; 
Tufts College Dental School, 1919; died 
January 6; aged 50. 

BercuToLtp, Josepu A., Springfield, Mo.; 
Creighton University, College of Den- 
tistry; died December 16; aged 35. 

Buack, Otis E., Lawton, Okla.; died No- 
vember 23; aged 74. 

Booker, Warren E., Jamaica, N. Y.; 
Thomas Evans Museum and Dental In- 
stitute School of Dentistry, University 
of Pennsylvania, 1891; died January 8; 
aged 80. 

Brown, Cuares, Providence, R. I.; died 
January 11; aged 58. 

Brown, Rosert K., Ann Arbor, Mich.; 
University of Michigan, College of Den- 
tal Surgery, 1919; died March 28, 1944; 
aged 50. 

Buscu, Harotp M., New Brunswick, N. J.; 
Thomas W. Evans Museum and Dental 
Institute School of Dentistry, University 
of Pennsylvania, 1944; died December 31; 
aged 24. 

Capps, Tuomas P., Topeka, Kan.; Kansas 
City-Western Dental College, 1922; re- 
ported missing in action November 24, 
1943, during Gilbert Islands Invasion, 
now declared dead by Navy Department. 
Dr. Capps was a lieutenant in the United 
States Navy. 

Casey, Matrutas H., Somerville, Mass.; 
Temple University School of Dentistry, 
1907; died January 16. 

Ciarx, James Epwin, New Wilmington, 
Pa.; Temple University School of Den- 
tistry, 1892; died January 1. 

Cocu, Apotex, San Antonio, Texas; died 
December 4; aged 38. 

Crowett, Grorce W., Utica, N. Y.; 
Thomas W. Evans Museum and Dental 
Institute School of Dentistry, University 
of Pennsylvania, 1902; died December 
22; aged 67. 
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CurriE, Frank T., Cambridge, Mass.; 
Harvard University Dental School; died 
January 10; aged 56. 

De La Crorx, Dennis J., Hamilton, Ohio; 
Ohio College of Dental Surgery, Dental 
Department of the University of Cincin- 
nati, 1910; died January 11. 

Ditton, Tuomas A., Holyoke, Mass.; 
Thomas W. Evans Museum and Dental 
Institute School of Dentistry, University 
of Pennyslvania, 1907; died January 12. 

Dossy, James J., Winthrop, Mass.; Tufts 
College Dental School, :1941; died Jan- 
uary 9; aged 30. 

DraveL, WituAM F., Los Angeles, Calif.; 
died December 8; aged 55. 

EpENBURN, Eutmer E., Columbus, Ind.; 
Ohio Medical University, College of 
Dentistry, 1896; died January 4; aged 80. 

Everett, Joy H., Chicago, IIl.; died Jan- 
uary 14; aged 43. 

Fast, Fietcuer H., Charleston, W. Va.; 
University of Maryland, School of Den- 
tistry and the Baltimore College of Den- 
tal Surgery, 1919; died January 11; 
aged 55. 

FirzGERALpD, E. J. Boothbay Harbor, Maine; 
University of Maryland, School of 
Dentistry and the Baltimore College of 
Dental Surgery, 1913; died December 19. 

Hacerty, JAMES, Everly, Iowa; died De- 
cember 19. 

Hayes, Ira Paut, Sheridan, Wyo.; North- 
western University Dental School, 1902; 
died January 8; aged 64. 

Jackson, James M., Des Moines, Iowa; 
Creighton University, College of Den- 
tistry; died December 22; aged 60. 

Jackson, Watter, Dayton, Ohio; Ohio 
Medical University, College of Dentistry, 
1909; died January 6; aged 66. 

Joxunson, James H., Chehalis, Wash.; North 
Pacific College of Oregon, School of 
Dentistry, 1909; died December 7; 
aged 57. 

Jones, James Bairp, Murfreesboro, Tenn.; 
Vanderbilt University, School of Den- 
tistry, 1910; died December 109. 

KELLERMANN, Ernest D., Birmingham, 
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Mich.; died January 14; aged 4I. 

Kiuserun, T. A., Indianapolis, Ind.; In- 
diana University School of Dentistry, 
1897; died January 5; aged 64. 

Kinc, Mary Exizasetu, Genoa, IIl.; North- 
western University Dental School, 1909; 
died January 15; aged 58. 

Knicut, Witu1am Epwarp, Dayton, Ohio; 
Cincinnati College of Medicine and 
Surgery, Dental Department, 1899; died 
January 13; aged 74. 

Ropert H., Hollywood, Fia.; 
Thomas W. Evans Museum and Dental 
Institute School of Dentistry, University 
of Pennsylvania, 1911; died January 2; 
aged 58. 

Krouse, ALEXANDER PENN, Meridian, Miss.; 
died December 16; aged 94. 

Leryn, Lon H., Springfield, Mass.; Medico- 
Chirurgical College of Philadelphia, 1913; 
died January 14. 

McGtiynn, James T., Brookline, Mass.; 
Harvard University Dental School, 1910; 
died December 27; aged 65. 

Matuoy, Leo J., Kenmore, N. Y.; died 
January 1; aged 65. 

Manpra, Joserpu J., Brooklyn, N. Y.; The 
School of Dental and Oral Surgery of 
Columbia University, 1926; died Janu- 
ary 17. 

Martin, Frank S., Muncie, Ind.; Indiana 


University, School of Dentistry, 1898; 
died December 16; aged 71. 
Mresse, Oscar, Columbus, Ohio; Ohio 


College of Dental Surgery, Dental De- 
partment of the University of Cincinnati, 
1895; died December 27; aged 72. 

Munpwiter, Pioneer, Ohio; Ohio 
Medical University, College of Dentis- 
try, 1900; died January 6; aged 67. 

WarrEN M., White Plains, N. Y.; 
died January 2; aged 52. 

Nicnotson, Joun T., Sandusky, Ohio; 
Pennsylvania College of. Dental Surgery, 
Philadelphia, 1898; died January 11; 
aged 77. 

Nietsen, Jean C., Idaho Falls, Idaho; died 
December 23; aged 38. 

Norcott, E. D., Nyssa, Ore.; North Pa- 
cific College of Oregon, School of Den- 
tistry, 1927; died December 10; aged 40. 

Perry, Wituiam W., Helena, Mont.; State 
University of Iowa, 1892; died January 
7; aged 76. 

PoTTeR, FRANKLIN 


H., Buffalo, N. Y.; 
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University of Buffalo, School of Den- 
tistry, 1908; died January 8; aged 63. 
Rostson, Georce S., Danville, Ill.; Uni- 
versity of Pittsburgh, School of Dentistry, 

1904; died December 24; aged 67. 

Rockett, Joserx B., Newton, Mass.; Tufts 
College Dental School, 1904; died Jan- 
uary 4; aged 62. 

RoTHENBERG, Epwarp J., Brighton, Mass.; 
Marquette University, College of Den- 
tistry; died December 25. 

Sauispury, Grorce, Asheboro, N. C.; Bal- 
timore College of Dental Surgery, 1905; 
died December 28; aged 62. 

Smpson, W. H., Sycamore, IIl.; State 
University of Iowa, College of Dentistry, 
1890; died December 28. 

Snow, Francis T., San Jose, Calif.; San 
Francisco Dental College, 1902; died 
December 29; aged 68. 

Stanton, Freperick L., New York, N. Y.; 
New York College of Dentistry, 1893; died 
January 1; aged 71. 

Stroup, D. W., Norwalk, Ohio; University 
of Michigan, College of Dental Surgery, 
1897; died January 3; aged 72. 

SturpEevanT, H. A., Portland, Ore.; Uni- 
versity of Michigan, College of Dental 
Surgery, 1894; died December 20; 
aged 74. 

Tynes, MatrHew Powe tt, Farmville, Va.; 
University College of Medicine, Dental 
Department, Richmond, 1910; died Jan- 
uary 10; aged 59. 

VaRDAMAN, Homer Dovctas, Rosedale, 
Miss; University of Louisville, School of 
Dentistry, 1904; died December 18. 

Vinez, Louts S., Louisville, Ohio; Western 
Reserve University, School of Dentistry, 
1895; died January 14; aged 77. 

Waites, Jesse Cray, Birmingham, Ala.; 
Chicago College of Dental Surgery, Den- 
tal Department of Loyola University, 
1910; died January 4. 

Warrorp, Harry N., Darby, Pa.; Temple 
University School of Dentistry, 1908; 
died January 3. 

Wipman, Webster Groves, Mo.; 
Washington University School of Dentis- 
try, 1897; died December 30; aged 68. 

Woop, Harry T., Idaho Falls, Idaho; died 
in December; aged 55. 

Yate, Georce W., Hartford, Conn.; Tufts 
College Dental School, 1895; died Jan- 
uary I. 
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CALENDAR OF MEETINGS 
National 

American Association of Industrial Dentists, Chicago, April 23-28. Ernest Goldhorn, 
11001 S. Cottage Grove Ave., Chicago 28, President. (Canceled.) 
American Association of Orthodontists, Colorado Springs, May 21-24. Max E. Ernst, 
1250 Lowry Medical Arts Bldg., St. Paul 2, Secretary. (Canceled.) 
American Board of Orthodontics, Colorado Springs, May 17-20. Bernard G. de Vries, 
705 Medical Arts Bldg., Minneapolis, Secretary. (Canceled. ) 
National Board of Dental Examiners, April 23-24, in schools where there are five or 
more candidates. Gordon L. Teall, P. O. Box 71, Hiawatha, Kan., Secretary. 


Ontario Dental Association, Toronto, May 28-30. E. A. Grant, 86 Bloor St. West, 
Toronto 5, Ontario, Secretary. 


State 
Colorado: State Board of Dental Examiners, Denver, June 18-22. Harry D. Stanwood, 
Republic Bldg., Denver 2, Secretary. 
Connecticut: State Dental Association, Bridgeport, May 2-4. Earle S. Arnold, Secretary. 
(Canceled. ) 
Delaware: State Board of Dental Examiners, June 20-22. Charles R. Jefferis, Medical 
Arts Bldg., Wilmington, Secretary. 
District of Columbia: Dental Society, Washington, second Tuesday of each month. 
J. Walter Bernhard, 1835 Eye St., N.W., Washington, Secretary. 
Florida: State Board of Dental Examiners, Jacksonville, June 18-21. A. W. Kellner, P. O. 
Box 155, Hollywood, Secretary. 
Illinois: State Dental Society, Peoria, May 7-10. L. H. Jacob, Jefferson Bldg., Peoria 2, 
Secretary. 
Iowa: State Board of Dental Examiners, Iowa City, June 11-15. Harry G. Bolks, Sioux 
City, Secretary. 
State Dental Society, Des Moines, May 7-9. A. N. Humiston, Higley Bldg., Cedar Rapids, 
Secretary. (Canceled.) 
Kentucky: State Board of Dental Examiners, Louisville, June 19-22. W. F. Waltz, First 
National Bank Bldg., Lexington 3, Secretary. 
State Dental Association, Louisville, April 2-4. J. L. Walker, 640 Barbee Way South, 
Louisville, Secretary. 
Louisiana: State Dental Society, New Orleans, April 24-26. F. Harold Wirth, Maison 
Blanche Bldg., New Orleans 16, General Chairman. 
Maine: Board of Dental Examiners of State of, Augusta, June 18-20. Carl W. Maxfield, 
31 Central St., Bangor, Secretary. 
Dental Society, Portland, June 14-16. Alonzo H. Garcelon, Division of Dental Health, 
Augusta, Secretary. 
Maryland: State Dental Association, Baltimore, May 7-8. Paul A. Deems, 835 Park Ave., 
Baltimore 1, Secretary. 
Massachusetts: Dental Society, Boston, April 30-May 3. Evelyn F. Eaton, 106 Marl- 
borough St., Boston, Executive Secretary. (Canceled. ) 
Michigan: State Dental Society, Detroit, April 16-18. S. G. Applegate, 630 Jefferson Ave., 
Detroit, General Chairman. 
Mississippi: Dental Association, Jackson, May 6-8. O. L. Colee, Magnolia, Secretary. 
Missouri: State Dental Society, St. Louis, May 14-16. C. W. Diggs, Exchange National 
Bank Bldg., Columbia. (Canceled.) 
New Jersey: State Board of Registration and Examination in Dentistry, April 23-26. 
J. Frank Burke, 150 State St., Trenton, Acting Secretary. 
State Dental Society, Atlantic City, May 8-11. F. K. Heazelton, 223 E. Hanover St., 
Trenton, Secretary. (Canceled.) 
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New York: Institute of Clinical Oral Pathology, Inc., New York, April 30. G. Roistacher, 
101 E. 79th St., New York 21, Executive Secretary. 
North Carolina: Dental Society, Pinehurst, May 7-9. C. W. Sanders, Benson, Secretary. 
(Canceled. ) 
State Board of Dental Examiners, Raleigh, June 25. Wilbert Jackson, Rich Bldg., 
Clinton, Secretary. 
North Dakota: State Board of Dental Examiners, Fargo, July 9-12. Richard Krause, 
Bismarck, Secretary. 
Ohio: Cleveland Dental Society, May 7-9. Homer C. Alexander, Windermere Theatre 
Bldg., East Cleveland, Program Chairman. 
State Dental Board, Cleveland, May 21-23; Columbus, June 4-6, 7-9. Hygienists, 
June 5, 7-9. Earl D. Lowry, 79 E. State St., Columbus, Secretary. 
Oklahoma: State Dental Society, Oklahoma City, April 15-18. E. W. Wise, Secretary. 
(Canceled. ) 
Pennsylvania: Dental Council and Examining Board of Commonwealth of, Philadelphia, 
April 16-21; May 28-June 2. Hygienists, May 28-31. Reuben E. V. Miller, Dept. Public 
Instruction, Bur. Professional Licensing, Harrisburg, Secretary. 
State Dental Society, Philadelphia, May 1-3. C. J. Hollister, 217 State St., Harrisburg, 
Executive Secretary. (Canceled.) 
South Carolina: State Dental Association, Columbia, April 22-24. C. M. Douglas, State 
Hospital, Columbia, President. (Canceled.) 
South Dakota: State Dental Society, Waterton, May 13-15. Ernest W. Elmen, Sioux 
Falls, Secretary. 
Tennessee: Board of Dental Examiners, Memphis, June 18-22. James J. Vaughn, Medical 
Arts Bldg., Nashville, Secretary. 
State Dental Association, Knoxville, May 14-17. E. Jeff Justis, Exchange Bldg., Mem- 
phis 3, Secretary. 
Vermont: State Board of Dental Examiners, Montpelier, June 25-27. Charles I. Taggart, 
139 Bank St., Burlington, Secretary. 
State Dental Society, Burlington, May 23-24. 
Virginia: State Dental Association, Roanoke, April 23-25. J. E. John, Medical Arts Bldg., 
Roanoke, Secretary. 
State Board of Dental Examiners, Richmond, June 19. John M. Hughes, Medical Arts 
Bldg., Richmond 19, Secretary. 
Washington: State Dental Association, Spokane, June 21-23. G. D. Williams, Paulsen 
Bldg., Spokane, President. 
West Virginia: State Board of Dental Examiners, West Liberty, June 25-27. R. H. Davis, 
Goff Bldg., Clarksburg, Secretary. 
State Dental Society, Charleston, May 21-23. M. H. Nicholson, Bluefield, Secretary. 
Wisconsin: State Dental Society, March 19-21. (Canceled.) 


INTERNSHIPS, EXTERNSHIPS, RESIDENCIES AND FELLOWSHIPS 


California, University of, Research Assistant, July 1. Willard C. Fleming, College of 
Dentistry, Medical Center, San Francisco 22, Dean. 

Eastman Dental Dispensary, Rochester, N. Y. Director, Harvey J. Burkhardt. 

Greater New York Conference of Hospital Dental Services. Secretary, Mary E. Reilly, 
386 Fourth Ave., New York. 
Research and Educational Hospital, University of Illinois Medical Center. Address 
Dean, University of Illinois, College of Dentistry, 808 S. Wood St., Chicago 12. 

Walter G. Zoller Memorial Dental Clinic, University of Chicago. Address Director, 
Walter G. Zoller, Memorial Dental Clinic, University of Chicago, Chicago 37. 


Pathology, Dental and Oral, Fellowship in, Army Institute of Pathology. Address 
Director, American Registry of Pathology, Army Institute of Pathology, Army Medical 
Museum, 7th and Independence, S.W., Washington 25, D. C. 

Research Fellowships in Medicine, Dentistry and Pharmacy, University of Illinois. 
Address Secretary of Committee on Graduate Wark in Medicine, Dentistry and Pharmacy, 
1853 W. Polk St., Chicago 12. 
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DIRECTORY 


OFFICERS 
Watter President. Medical Arts Bldg., Houston, Texas 
Sterling V. Mead, President Elect................ 1149-16th St., N.W., Washington, D. C. 
Herbert E. King, First Vice President..............e00; Medical Arts Bldg., Omaha, Nebr. 
W. I. McNeil, Second Vice President.................. 1757 W. Harrison St., Chicago, II. 


BOARD OF TRUSTEES 


LeRoy M. Ennis, 1947, Third District...............00. 4001 Spruce St., Philadelphia, Pa. 
Harold W. Oppice, 1947, Eighth District................ 1002 W. Wilson St., Chicago, Ill. 
C. J. Wright, 1947, Ninth District.............. American State Bank Bldg., Lansing, Mich. 
Edward J. Jennings, 1947, Fourth District.............. 126 W. State St., Trenton, N. J. 
Clyde E. Minges, 1947, Fifth District............ Peoples Bank Bldg., Rocky Mount, N. C. 
Carlos H. Schott, 1947, Seventh District...........ceeeeees Neave Bldg., Cincinnati Ohio 
Howard E. Summers, 1946, Sixth District........ First Nat'l Bank Bldg., Huntington, W. Va. 
Harvey J. Burkhardt, 1945, Second District..... 800 Main St., East Box 879, Rochester, N. Y. 
Fred J. Wolfe, 1945, Twelfth District.............. Maison Blanche Bldg., New Orleans, La. 
Russell A. Sand, 1945, Eleventh District............2ese0. 807 N. Broadway, Fargo, N. D. 
D. W. McLean, 1945, Thirteenth District........ 2585 Huntington Drive, San Marino, Calif. 


SECTION CHAIRMEN 


OPERATIVE DENTISTRY, MATERIA MEDICA AND THERAPEUTICS: E. M. Jones, 122 E. 16th St., Los 
Angeles, Calif. 

FULL DENTURE PROSTHESIS: W. W. Hurst, 2165 Adelbert Road, Cleveland, Ohio 

PARTIAL DENTURE PROSTHESIS: Oliver C. Applegate, 216 S. State St., Ann Arbor, Mich. 

ORAL SURGERY, EXODONTIA AND ANESTHESIA: George W. Christiansen, National Naval Medical 
Center, Bethesda, Md. 

ORTHODONTICS: L. B. Higley, 705 S. Summit St., Iowa City, Iowa 

PERIODONTIA: Hunter S. Allen, Comer Bldg., Birmingham, Ala. 

DENTISTRY FOR CHILDREN AND ORAL HYGIENE: Kenneth A. Easlick, University of Michigan, Ann 
Arbor, Mich. 

HISTOLOGY, PHYSIOLOGY, PATHOLOGY, BACTERIOLOGY AND CHEMISTRY (RESEARCH): Hermann 
Becks, University of California, San Francisco, Calif. 

PRACTICE MANAGEMENT: Gaylord J. James, 9400 Euclid Ave., Cleveland, Ohio 

raDIOLoGy: H. C. Fixott, Medical-Dental Bldg., Portland, Ore. 

HOSPITAL DENTAL SERVICE: W. Harry Archer, Professional Bldg., Pittsburgh, Pa. 


CHAIRMEN OF STANDING COMMITTEES 


JUDICIAL couNCIL: Ernest G. Sloman, 344-14th St., San Francisco, Calif. 

COUNCIL ON DENTAL EDUCATION: Roy O. Elam, Medical Arts Bldg., Nashville, Tenn. 
COUNCIL ON DENTAL HEALTH: Hugo M. Kulstad, 6381 Hollywood Blvd., Hollywood, Calif. 
DENTAL LEGISLATION: Carl O. Flagstad, 1549 Medical Arts Bldg., Minneapolis, Minn. 

RELIEF COMMISSION: Fred R. Adams, 55 W. 42nd St. New York, N. Y. 

RESEARCH COMMISSION: M. D. Huff, 1204 Medical Arts Bldg., Atlanta, Ga. 

PATENT: M. D. K. Bremner, 25 E. Washington St., Chicago, IIl. 

LIBRARY AND INDEXING SERVICE: John E. Gurley, 350 Post St., San Francisco, Calif. 

NATIONAL BOARD OF DENTAL EXAMINERS: Robert R. Gillis, 134 Rimbach Ave., Hammond, Ind. 
MEMBERSHIP: Paul W. Zillmann, 29 Walden Ave., Buffalo, N. Y. 

INSURANCE: A. D. Weakley, 1726 Eye Street, Washington, D. C. 

ECONOMICS: Leslie M. FitzGerald, Roshek Bldg., Dubuque, Iowa 

COUNCIL ON DENTAL THERAPEUTICS: Harold S. Smith, 180 N. Michigan Blvd., Chicago, IIl. 
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AMERICAN RED Cross: George A. Coleman, 15th and Locust Sts., Philadelphia, Pa. 

History: J. Ben Robinson, 42 S. Greene St., Baltimore, Md. 

DENTAL MUSEUM: Henry A. Swanson, 1726 Eye St., N. W., Washington, D. C. 

NOMENCLATURE COMMITTEE: Harry Lyons, Professional Bldg., Richmond, Va. 

CONSTITUTIONAL AND ADMINISTRATIVE BY-LAWS: Percy T. Phillips, 18 E. 48th St., New York, N. Y. 
INTERNATIONAL RELATIONS: Daniel F. Lynch, U. S. Naval Hospital, San Diego, Calif. 


CHAIRMEN OF SPECIAL COMMITTEES 


ARMY AND NAVY: Col. James P. Hollers, Hdq., Army Air Forces, Air Surgeon’s Office, 
Washington, D. C. 

GORGAS MEMORIAL: Donald M. Gallie, 25 E. Washington St., Chicago, IIl. 

JUNIOR MEMBERSHIP: R. R. Gillis, 134 Rimbach Ave., Hammond, Ind. 

LOAN FUND: Henry Hicks, 5 Glen Court, Greenwich, Conn. 

MILITARY AFFAIRS: E. C. Lunsford, 2742 Biscayne Blvd., Miami, Fla. 

PLAN FOR NATIONAL PUBLICITY: Robert G. Kesel, 808 S. Wood St., Chicago, Ill. 

PROSTHETIC DENTAL SERVICE: Waldo H. Mork, 501 Madison Ave., New York, N. Y. 

SALVAGE CAMPAIGN: Lloyd N. Harlow, Hall Bldg., St. Petersburg, Fla. 

TRADE RELATIONS: Frank J. Hurlstone, 30 N. Michigan Ave., Chicago, III. 

WAR SERVICE AND POSTWAR PLANNING: C. Willard Camalier, 1726 Eye St., N.W., Washington, D. C. 

WOMAN’S AUXILIARY: Stella Risser, Rice Hotel, Houston, Texas 


THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


222 E. Superior St. Chicago 11, Il. 
Phone Whitehall 4462 Cable Address ADAECO 


Subscription prices per annum in advance, including postage: Domestic, Canadian and 
foreign, $5.00. Single copies for present and previous calendar year, 50 cents; copies three 
years old or older, 75 cents. Copies of Mid-Monthly Issue, 10 cents. 

Remittances should be made by check, draft, registered letter or money or express order. 
Letters containing currency should be registered. Stamps in amounts under $1.00 are accept- 
able. Make checks payable to the American Dental Association. 

Notices of change of address should be received one month before the change is to go into 
effect. Both old and new address should be given. 

Communications. More prompt attention will be given communications concerning more 
than one subject (manuscript, news items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.) if a separate sheet is used to cover each 
subject. 

Articles are accepted for publication with the understanding that they have not been 
published previously and that they are submitted solely to THe JouRNAL. 

Copyright. All matter appearing in THE JouRNAL is covered by copyright. Requests for 
republication in reputable periodicals will be granted, but credit must be given to THE JOURNAL. 
Reproduction of articles for commercial purposes is not permitted. 

Manuscripts must be typewritten, double spaced, and an original copy must be submitted. 
Paper must be of sufficient weight to bear editing and to stand up on the linotype machine. 
References should give name, with initials, of author, volume, page, month and year of 
publication in the case of periodicals, and publisher and place and year of publication in the 
case of books. Unused manuscripts are returned ; used manuscripts are not. 

Illustrations must be clear photographs (glossy prints preferred) or drawings in black ink 
on heavy white paper or cardboard. They should bear the author’s name and be numbered 
in the order in ‘which they are referred to in the text. Illustrations must not be pasted 
on the manuscript. Tables are text matter, not illustrations, and are to be numbered separately 
from the illustrations. 

News. Readers are requested to send in items of news and marked copies of newspapers 
and other publications containing matters of interest to the dentist. 

Reprint orders are mailed to authors on publication of articles. Orders are filled bimonthly. 
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